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FOREWORD 


HE QUARTERLY REVIEW OF SURGERY provides a systematic plan, organized 

for the purpose of making available a concise and authoritative presentation of 

the current progress, trends, and attitudes in all branches of surgery. Compiled 
from every dependable source, this plan covers all state, netional, and special journals 
as well as the bulletins, reports, etc., of the clinics and ho-pitals. Presented briefly but 
without sacrificing any essential detail, the-e highly significant data are further en- 
hanced by comments of the members of the Editorial Board, based upon the summat 
izing their own clinical experiences as well as those of other recognized authorities. 
All data are classified and published under the following headings: 


1. Anesthesia and Analgesia 20. Mediastinum 39. Gynecologic Surgery 


2. Preoperative and Post- 
operative Therapy 
3. Surgical Technic 
. Surgical Infections 
. Tumors 
. Neurosurgery 
7. Skull 
8. Brain 
9. Spine and Spinal Cord 
10. Peripheral Nerves 
11. Sympathetic Nervous 
System 
2. Head and Neck 
3. Oral Surgery 
. Plastic Surgery 
. Thyroid and Parathyroid 


21. Heart 
22. Esophagus 


3. Breast 


24. Diaphragm 


Abdominal Surgery 
26. Abdominal Wall 
7. Hernia 
. Peritoneum 
. Stomach and Duode- 
num 
. Small Intestines 
. Appendix 
2. Colon and Rectum 
3. Intestinal Obstruction 
. Anus 
5. Liver and Biliary 


10. Vascular Surgery 
bl. Arteries 
12. Veins 

3. Orthopedic Surgery 
14. Fractures 
15. Dislocations 
16. Bones 
47. Joints 
18. Tendons 
19. Amputations 

50. Traumatic 
51. Burns 
52. Shock 
53. Transfusions 
54. Wounds 

. Military Surgery 


Surgery 


ract 
Pancreas 
Spleen 


. Thoracic Surgery 
17. Chest Wall 36. 
18. Pleura 37. 
19. Lung 38. 


. Experimental Surgery 
. Miscellaneous 
58. Book Reviews 
59. Announcements 
It is believed that this plan will assist the reader to locate quickly the articles of 
current interest and will prove most helpful in making readily available the references 
necessary in the compilation of bibliographies on surgical subjects. 


Genitourinary Surgery 


Under each 
classification, immediately following the abstracts, there will be published references 
to current articles not abstracted. 


The suggestions and comments of our readers will be gratefully received. 
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of 
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August 1949 


1. Anesthesia and Analgesia 


Spinal Anesthetic Effects of Ephedrine and Four Other Vasopressor 
Drugs. J. Eugene Ruben, Patricia-Mary Kamsler and W. Lyall, Jr., 
Philadelphia General Hospital, Philadelphia, Pa. Anesth. & Analg. 
28: 45-49, jan.-Feb. 1949, 


The literature of the subdural administration of vasopressor drugs is 
reviewed and results obtained by their use described. Drugs used in this 
study were ephedrine, epinephrine, oenethyl, neosynephrine, and desoxy- 
ephedrine. Sufficient spinal fluid was added to the usual adult dose to make 
2 ce. and injected subdurally with the table level and the patient lying on 
his side. Most patients were kept in this position but some were turned 
supine. Pin prick or pinch tests for analgesia were made five to forty 
minutes after the injection. Loss of muscle tone was tested by changes in 
voluntary control of the anal sphincter muscle and its tone. 

Both sides of the patient’s body were tested because some of these 
drugs were hypobaric and some hyperbaric. As in ordinary spinal anes- 
thesia, individual susceptibility to the drugs, the amount of analgesia 
produced by the same drug, and time of onset varied. A side effect was 
delay in onset of anesthesia, when regular spinal anesthetics were used, 
if vasopressors had been given subdurally during the preceding thirty 
minutes. Control cases were given | ce. of sterile distilled water with 
1 ce. of spinal fluid in the same manner as the drugs without any changes 
being observed, indicating that the effects were produced by the drugs 
and not the vehicle. 

Results showed that ephedrine and oenethyl caused consistent sensory 
changes. Desoxyephedrine caused some changes but epinephrine and 
neosynephrine only produced questionable hypalgesia. Ephedrine caused 
definite rectal relaxation in most patients tested. Oenethyl and desoxye- 
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phedrine only caused it in a few cases and epinephrine and neosynephrine 
in none. No conventional anesthetic was given 2 cases but leg operations 
were performed under ephedrine anesthesia alone. An_ incarcerated 
Richter’s hernia was reduced in another case under 50 mg. of ephedrine 
spinal anesthesia and 1 per cent procaine in the skin at the incision 
line. Subdural administration of these vasopressor drugs caused no 
change in pulse, blood pressure or incidence of complications after 
spinal anesthesia. This study showed that ephedrine, oenethyl and desoxy- 
ephedrine have a definite spinal anesthetic action and that the dose of 


standard spinal anesthetic should be reduced when one of these is added to 
it. 26 references. 2 tables. 


Cardiocirculatory Disturbances During Intrathoraciec Surgery. Charles 
L. Burstein, Thomas L. Piazza, Louis A. Kapp and FE. A. Rovenstine, 
Veterans Hospital, Bronx, N.Y. Surgery 25: 36-46, Jan. 1949. 


Attention is called to various cardiocirculatory disturbances, mainly 
reflex in nature, that may occur during intrathoracic surgery, and some 
means for their effective management are suggested. 

A group of 33 intrathoroacic procedures was studied by means of the 
electrocardiogram as well as by continuous blood pressure and pulse rate 
determinations. 

Six of the 33 patients showed no cardiovascular change throughout 
surgical intervention. In 8 other cases, transient circulatory changes 
occurred only at the time of endotracheal intubation. 

Cardiovascular changes incident to various manipulations coincided 
with the following procedures: pericardial manipulation, pleural incision. 
endotracheal intubation, vagus nerve stimulation, pulmonary hilar or 
bronchial manipulation, rib periosteal scraping. intercostal nerve stimula- 
tion, and positional changes during anesthesia. 

A discussion of the prevention of these cardiocirculatory disturbances 
and of their treatment when they occur is presented. 8 references. 8 
figures.--C. L. Burstein. 


References to Current Articles 


Premedication in Anesthesia. Unusual Experience with Concurrent Ad- 
ministration of Barbiturate and Pantopon. James C. McCann, St. 
Vincent's Hospital, Worcester, Mass. New England J. Med. 240: 11-13, 
Jan. 6, 1949. 


Polyethylene Tubing for Continuous Spinal Anesthesia. Anton C. Kirchof 
and David C. Boals, U. S. Veterans Administration Hospital, Portland, 
Ore. West. J. Surg. 57: 88-90, Feb. 1949. 
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2. Preoperative and Postoperative Therapy 


The Use of Beta-Methylcholine Urethane in Postoperative Urinary 
Retention. Fred K. Garvey, Medford C. Bowman and William L. Alsobrook, 
Bowman Gray School of Medicine of Wake Forest College, Winston-Salem, 
N. C. Surg. Gynec. & Obst. 88: 196-200, Feb. 1949. 


The authors report the result of a clinical trial with Beta-methylcholine 
urethane, a choline derivative, in the treatment of 76 unselected cases of 
postoperative functional urinary retention. It was found that the drug 
was stable and caused minimal side actions making it preferable over 
Mecholyl, which is definitely not stable, and Doryl which, although stable, 
has a very strong nicotinic action rendering it disagreeable for use. The 
side actions from urecholine (Beta-methylcholine), although they were 
minimal, were mainly flushing, sweating, and bladder or urethral pain. 
These were easily controlled by the use of atropine. The drug was found to 
be successful in relieving the urinary retention in 46 cases and partially 
successful in 19 cases. In 11 cases the results were regarded as failures. 
The contraindications to the use of the drug for postoperative retention are 
vesical neck obstruction, asthma, hyperthyroidism, recent intestinal anas- 
tomosis, old age and coronary sclerosis or known heart disease. 11 refer- 
ences. 3 tables. — Author’s abstract. 


Response to Parenteral Glucose of Normal Kidneys and of Kidneys of 
Postoperative Patients. Donald R. Cooper, Vivian lob and Frederick A. 
Coller, University of Michigan Medical School, Ann Arbor, Mich. Ann. 
Surg. 129: 1-13, Jan. 1949. 


The inadvisability of inflicting heavy loads of sodium chloride upon 
the early postoperative patient has been pointed out in previous reports. 
A definite variation from the normal handling of the infused salt loads 
was demonstrated for patients undergoing combined abdominoperineal re- 
section for carcinoma of the rectum. The present report presents similar 
studies using infusions of 5 per cent glucose in an effort to clarify further 
the problems connected with the proper hydration of the early postoperative 
patient. 


Data are presented of the urinary response to small, positive loads 
of parenteral 5 per cent glucose, 1 to 1.5 per cent of body weight, in normal 
men and in patients following operations of varying magnitude. Infusion 
studies were carried out on three healthy young men (group I), four 
patients undergoing herniorrhaphy (group II) and five patients having 
combined abdominoperineal resection for carcinoma of the rectum (group 
III). Rates of excretion of sodium, chloride, potassium and water, and 
velocity constants of water were calculated for each of the three groups 
of patients. 

Detailed urinary findings for four or five six-hour periods emphasize 
a diuretic response in group I, a delayed tendency toward diuresis in group 
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I] and oliguria for group III. Effective control of water, potassium, sodium 
and chloride losses in the controls did not occur until the second, third, or 
more often the fourth periods. In group II diuretic response was the exact 
opposite so far as urine volume was concerned and occurred usually 
during the fourth and fifth periods (24 to 30 hours after operation). Group 
IIL was characterized by no diuretic response and a positive load of water. 
Urinary specific gravity remained low in spite of small urinary volumes. 
Whole blood and serum changes revealed a tendency toward hemocon- 
centration for group IT and hemodilution in group TIL. with little change 
in group Il. This emphasized again the contrast between the dehydration 
which oceurred in group I and the positive water loads apparent in_ the 
group IIL patients. 

A second series of patients undergoing combined abdominoperinea! 
resection who received transfusions in addition to glucose presented the 
same picture of oliguria and urines of low specific gravity. 

Some of the causative factors associated with these differences in the 
handling of 5 per cent glucose are discussed. Further data are presented 
which show that the addition of either adequate blood replacement during 
operation or infusions of large volumes of glucose in the early postoperative 
period are without influence upon the oligurias noted in those patients 
undergoing large operations. 

During the first six to twelve hours after operation. it is recommended 
that intravenous infusions be limited to transfusions of blood to replace 
blood loss to that amount of 5 per cent glucose required to replace 
insensible loss of water. After this period and following a careful evaluation 
of the patient’s state of hydration, sufficient 5 per cent glucose may be 
infused to support renal function adequately. 8 references. 7 tables. 1 
figure. duthor’s abstract. 


(The use of blood transfusions during the first six to twelve hours 
after operation, instead of saline infusions, is a very valuable addition to 
our conception of postoperative balance.—.J. ¥.) 


Potassium Metabolism in Connection with Operations. V. Blixenkrone- 
Moller, Surgical University Clinic, Aarhus, Denmark. Acta chir. Seandinav. 
97: 300-12, Jan. 26, 1949. 


A study of the potassium exeretion in 24 patients before operation. who 
were in good general condition, not dehydrated, and taking an ordinary diet, 
showed that this averaged 1,700 mg. in twenty-four hours, being lowest at 
night and usually a little greater in the morning than in the afternoon. In 
surgical patients who were not given fluid parenterally, the potassium exere- 
tion increased greatly above the average in the first twenty-four hours after 
operation, especially in the afternoon. In some of these patients, the 
operation was a minor one and the increased excretion of potassium could 
not be attributed to tissue breakdown. In all such cases the increase in 
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potassium excretion must be attributed to water loss from the cells, owing to 
the negative water balance. When adequate amounts of fluid were given 
parenterally during the first twenty-four hours after operation (dextrose 
solution or blood transfusions), the excretion of potassium did not exceed 
that which could be attributed to tissue breakdown. In cases in which there 
is marked dehydration, however, it has been found necessary to add 
potassium to the fluid given intravenously. The solution employed is that 
used by Buller, containing sodium lactate (2.24 Gm.); potassium chloride 
(0.89 Gm.) potassium phosphate, dibasic, (0.25 Gm.): sodium chloride 
(0.58 Gm.) in distilled water, 5.0 Gm. One ampule (containing 600 mg. 
kK) is added to 1 liter of 5.5 per cent dextrose solution and given as an 
intravenous drip, in the course of several hours: four to five such treatments 
may be given daily as indicated. One illustrative case is reported in which 
an abdominoperineal amputation of the rectum was done; in this case it 
Was necessary to give a total of 1OGm. K~ in six days before the potassium 
balance was restored. 31 references. 5 tables. 

(Before giving any solutions it would be wise to chart the values in 
mille equivalents.—J. W. F.) 


References to Current Articles 
Prevention and Treatment of Wound Dehiscence. Franklin E. Walton. 
Washington University School of Medicine, St. Louis, Mo. Arch. Surg. 
57: 217-26, Aug. 1948. 


Pulmonary Embolus. Its Incidence, Significance, and Relation to Antecedent 
Vein Disease. Leo M. Zimmerman and Daniel Miller, Chicago, Il.; 
and Alfred N. Marshall, Portland, Ore.  Surg., Gynec. & Obst. 
88: 373-88. March 1949, 

The Treatment of Anuria. D. A. K. Black and S. W. Stansbury, Royal 


Infirmary, Manchester, England. Brit. M. J. 4590: 1101-05, Dee. 25. 
1948. 


3. Surgical Technic 


Comparison of Tissue Reaction to Tale and Modified Starch Glove 
Powder. R. W. Postlethwait, H. Lee Howard and Paul W. Schanher, Duke 
University School of Medicine, Durham, N.C. Surgery 25: 22-29, Jan. 
1949, 


It has been previously shown that tale used as a surgical glove lubricant 
is frequently implanted into tissues during operation, and that the granulo- 
matous reaction so produced may result in dangerous complications. The 
source of this material is (1) from a tear or perforation of a glove, (2) 
from unwashed gloves, (3) from air-borne transmission of powder, and (4) 
as spilled from gloves or powder containers on to instruments, sponges and 
suture material. Lee and Lehman have suggested a modified starch powder as 


212 QUARTERLY REVIEW OF SURGERY 


a satisfactory substitute, based upon their studies in dogs. As confirmation 
and as extension of their studies, the same amounts of tale and of modified 
starch glove powder were placed in dogs in order to study the tissue 
reaction. Test materials were placed in the peritoneum, pericardium, pleura, 
muscle, joint, tendon and nerve. After 14 to 26 days, autopsy was carried out 
and both gross and microscopic studies made. It was found that a granulo- 
matous process with adhesions was routinely produced by tale, whereas in 
the majority of instances the modified starch glove powder was absorbed 
without reaction. The exceptions were a slight reaction in the form of tiny 
nodules of unabsorbed starch. It was felt that this would have been absorbed 
had a longer observation period been employed. 

The conclusions of this study were: (1) Tale is a dangerous agent in 
its present use as a surgical glove lubricant. (2) A modified starch powder 
which is absorbed with little or no reaction is again suggested as a satisfactory 
substitute for tale. 9 references. 2 tables. 2 figures.—Author’s abstract. 

(If a surgeon will examine the adhesion tissue found postoperatively, 
under polarized light, he will be interested to find definite crystalline tissue 
reaction to ordinary talcum such as has been used in the past. One experi- 
ence of this sort is enough to convince him of the danger of using talc. We 
are happy to say that finally, after many years, starch powder has sup- 
planted the use of talc in our clinic.—J. H. F.) 


References to Current Articles 


Further Experiments with Nonirritating Glove Powder. E. Meredith 
Alrich. Charlottesville, Va.; C. Marshall Lee, Jr... Asheville, N. C.; 
and Edwin P. Lehman, Charlottesville, Va. Surgery 25: 20-21, Jan. 
1949, 


4. Surgical Infections 


Plaster of Paris as a Source of Infection in Tetanus and Gas-Gangrene. 
E.G. D. Murray and G. D. Denton, McGill University, Montreal, Que., 
Canada. Canad. M. A. J. 60: 1-4, Jan. 1949 


A fatal tetanus infection developed following an elective operation on 
a tuberculous knee joint and evidence is adduced that the source was the 
plaster of Paris cast applied for immobilization. The original plaster was 
not available but examination of new plaster bandages in their original 
containers yielded a variety of bacteria, including Clostridium tetani from 
one of them. Of twenty-nine other bandages, Clostridium perfringens 
(Welch bacillus) was isolated from twenty-five, Clostridium bifermentans 
(Sordelli bacillus) from five, Clostridium histolyticum from three, Clostri- 
dium novyi from one and other species of Clostridia from ten. Only one 
bandage did not yield one or more species of Clostridium and only four 
bandages had no aerobic bacteria. Molds were isolated from ten bandages 
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and aerobic sporeformers from twenty-four. Non-sporing organisms of 
potential pathogenicity and capable of contributing to the establishment of 
infection were isolated from four bandages and were identified as Strepto- 
coccus faecalis, Streptococcus bovis, Escherichia coli, and an unidentified 
anaerobic streptococcus. 

The sterilization of the bandages presents difficulties because of the good 
insulating properties of the gypsum. Prolonged heating at 200°C slows 
the setting of the plaster, and, with sufficient time to insure sterility, may 
impair the strength of the cotton bandage. Autoclaving gives complete 
sterilization, but wets the plaster and thus has limited application. 

It is suggested that plaster of Paris is probably a more common source 
of infection than is realized. 1 table-—Author’s abstract. 


Air Infection with Dust Liberated From Clothing. J. P. Duguid and 


A. T. Wallace, University of Edinburgh, Edinburgh, Scotland. Lancet 
2: 845-49, Nov. 27, 1948. 


Respiratory infections are probably spread by air carriage of the 
causal organisms which enter the air in droplet spray produced by speaking, 
coughing or sneezing: or in dust from the skin, clothing, handkerchiefs, 
bedding, floor and furniture. Pathogenic organisms are contained in only 
a small proportion of the droplets, whereas there is evidence to show that the 
air is readily infected with dust-borne pathogenic organisms. In this study, 
measurements were made of the bacterial contamination of the air produced 
by liberation of dust from the skin and clothing during body movement, of 
the duration of air carriage of the bacteria-carrying dust particles, and of 
the effectiveness of gowning as a means of preventing such contamination. 
The tests were made in a chamber of 100 cu. ft. capacity from which air 
could be withdrawn through a tube into a slit sampler outside. The principal 
tests were made with four healthy men, each man undertaking a standard 
form of activity in the chamber during a ten minute period. These experi- 
ments showed that standing motionless caused little increase in the number 
of bacteria-carrying particles per cu. ft. of air; moderate movements of 
body and arms, rather more; marching, a considerable increase; and 
undressing and dressing, a very great increase. Brushing clothes yielded 
rather less than marching. At least 12,000 bacteria-carrying particles 
capable of remaining air-borne for more than a minute, were liberated during 
ten minutes of moderate movement; and at least 67,000 such particles 
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during ten minutes of marching. A million bacteria-carrying particles must 
be liberated per person per day of average activity. 


Surgical gowning — cap, mask, gown, gloves and rubber boots — 
reduced contamination of the air by less than half. A dust proof gown 
made of a stout one-piece boiler suit with “zip” fastener up the front and 
sealed at the neck, wrists and feet to prevent the escape of dust, reduced 
bacterial contamination of the air to about a tenth of that produced by the 
subject in ordinary clothes. 


Ten per cent of the infected particles remained air-borne for 35 
minutes and dust borne bacterial contamination of the air persisted for 
upwards of two hours. The organisms isolated were non-pathogenic. 
Streptococcus viridans made up .018 per cent of the total organisms 
recovered. 

In further experiments with two nasal carriers of Staphylococcus 
aureus, the staphylococcus was found on .12 per cent and .06 per cent of 
the total number of bacteria-carrying dust particles liberated into the air. 
Sneezing experiments by these two carriers gave a lower degree of Staphy- 
lococcus aureus contamination of the air. 

The authors point out that the dissemination of infection from the 
respiratory tract via clothing dust to the air may breach surgical aseptic 
technic, and that infected dust particles may remain air-borne for long 
enough to allow their drifting to the operating table from all parts of the 
theater and from adjoining rooms. The loose cotton surgical gown is 
inadequate, and infection may be introduced into the theater on ordinary 
clothes. 39 references. 3 figures.—Author’s abstract. 


Treatment of Tetanus. Homer M. Smathers and Milton R. Weed. 
Wayne University College of Medicine, Detroit, Mich. Arch. Surg. 
57: 291.300, Sept. 1948. 


Eighty-two cases of tetanus have been reviewed and a plan of treatment 
formulated. The control of muscle spasms and convulsions has led to 
employment of a wide variety of drugs. In three cases under observation 
intocostrin was employed. All three cases died in convulsive spasms. It is 
concluded that intocostrin is of limited value because of its extremely 
short action, the danger of producing asphyxia by laryngeal paralysis or 
respiratory paralysis with hypersecretion and its tendency to produce 
profound drops in blood pressure. Since June of 1947 three patients have 
been treated with d-tubocurarine in wax and oil intramuscularly. All three 


4 

2 

| | 

Aes 

aa 

WA 


QUARTERLY REVIEW OF SURGERY 215 


lived and muscle spasms and convulsions were well controlled with no more 
than one dose per day. Side effects were remarkably few. The plan of 
treatment is given in the following table: 


TREATMENT OF TETANUS 
Preoperative 


1. Tetanus antitoxin sensitivity tests—skin and conjunctival 
D-ubocurarine in wax and oil, 1 ec. intramuscularly 
Tetanus antitoxin, 60,000 units intravenously 
Tetanus antitoxin, 10,000 units locally 
Preoperative medication 
Operative 
6. .General anesthesia 
7. Tetanus antitoxin 20,000 units intrathecally 
8. Debridement of wound 
Postoperative 
Sedation—chloral hydrate, paraldehyde, ether 
Tetanus antitoxin, 5,000 units daily for five to ten days 
D-tubocurarine in wax and oil intramuscularly daily to tolerance 
Penicillin, 50,000 units intramuscularly every three hours 
Maintain nutrition orally and parenterally 
Available at bedside—nasal oxygen, laryngoscope, endotracheal 
tube, aspirating apparatus 
11 references, 5 tables, 2 figures—Author’s abstract. 


(Don’t forget that local treatment of wounds is a very important part 
of the care of tetanus cases. Using plenty of peroxide and keeping the 
wounds open are necessary.—J. H. F.) 


Infected Hands Treated with Systemic Penicillin. Gordon A. Barclay, 
London Hospital, London. Brit. M. J. 1: 175-79, Jan. 29, 1949. 


In an out-patient clinic for the treatment of infected hands, penicillin 
was given by intramuscular injection in a dosage of 200,000 units in aqueous 
solution in a single daily injection. For small children the dosage was 
reduced to 100,000 units, and in cases of severe infection with systemic 
reaction 300,00 units were given daily for the first two or three days. 
Penicillin cream (500 units per Gm.) was used for local dressings; drains 
were of sterile ribbon gauze dipped in penicillin. In some cases in which 
slough was present, glycerin and magnesium sulfate paste was used for local 
dressing during the course of systemic penicillin, as local chemotherapy 
has been found to be of little use when necrotic tissue is present. In early 
cases of paronychia and uncomplicated terminal-pulp infection in which pus 
had not formed, no incision was made, but in most cases incision and 
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drainage were necessray. The results in 380 cases, in which systemic 
penicillin was used as a routine, were compared with earlier series of cases 
of similar types in which systemic penicillin was not used. This com- 
parison showed that while systemic penicillin did not reduce the period of 
disability to a marked degree in uncomplicated cases, there was nevertheless 
a definite improvement in this respect. The penicillin therapy controlled 
spread of the process and systemic reactions in severe uncomplicated cases; 
it reduced the period of disability in complicated cases and probably reduced 
the incidence of complications. The functional end-results were much 
improved by systemic penicillin in cases of arthritis and tenosynovitis. 
In terminal pulp infection, older patients give a longer history of pain, show 
a longer period of disability and show a greater liability to osteomyelitis than 
young patients (under thirty years of age); this was true in the penicillin- 
treated cases as well as in the control series. 

The most marked effect of routine systemic penicillin treatment in the 
out-patient clinic was to reduce the number of cases admitted for hospital 
treatment of infected hands by 52 per cent, although in the period in which 
systemic penicillin was employed the number of patients admitted to the 
out-patient clinic increased. 5 references. 4 tables. 

(Systemic penicillin therapy is undoubtedly much more valuable 
than local. Sometimes intraarterial penicillin may be found useful, but 
if there is a necrotic area even that may not be satisfactory.—J. U. F.) 


References to Current Articles 


Studies in Virulence of Clostridium Welchi. W. A. Altemeier and W. L. 
Furste, University of Cincinnati College of Medicine, Cincinnati, O. 
Surgery 25: 12-19, Jan. 1949. 

An Observation of Antitoxin Titers After Booster Doses of Tetanus Toxoid. 
H. J. Banton, Massachusetts Department of Public Health and Pauline 
A. Miller, M.S., Harvard Medical School, Boston, Mass. New England 
J. Med. 240: 13-14, Jan 6, 1949. 


Endogenous Gas Gangrene Complicating Carcinoma of Colon. Report of 
a Case. A. L. Wyman, Lambeth Hospital, London, England. Brit. 
M. J. 4597: 266-67. Feb. 12, 1949. 


5. Tumors 


A Reorientation on the Histogenesis and Clinical Significance of 
Cutaneous Nevi and Melanomas. Arthur C. Allen, Memorial Hospital, New 
York, N. Y. Cancer 2: 28-41, Jan. 1949. 


From histological study of the different types. of nevi and of melanomas 
and a review of the literature, the conclusion is reached that the junctional 
nevus (dermoepidermal nevus or marginal nevus) is derived from epidermal 
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cells. The process of formation of the junctional nevus begins in the basal 
layer of the epidermis; it can appear on practically any part of the body. 
In the intradermal nevus, or common mole, the nevus cells tend to be 
collected in the upper dermis; the epidermis may be atrophic except for 
hyperkeratosis. . In about 12 per cent of intradermal nevi in adults, these 
growths are associated with overlying junctional nevi; the term “compound 
nevus” is suggested for such lesions. In such lesions, the histological evidence 
indicates clusters of epidermal cells of the junctional nevus migrate down- 
ward into the dermis forming intradermal nevus cells. The blue nevus and 
the Mongolian spot are not derived from the epidermis, but are probably 
neurogenic. 

Malignant cutaneous melanomas arise from junctional nevi, and there- 
fore must be regarded as epidermogenic and classified as carcinoma. The 
determination of the transition from junctional nevus to malignant melanoma 
may be difficult in small or early lesions. As the evidence indicates that 
nevi of the scrotum, the palm of the hand, and the sole of the foot are 
junctional nevi, the prophylactic removal of such nevi, preferably before 
puberty, is indicated. If a malignant melanoma is associated with an intra- 
dermal nevus, or common mole, this does not indicate that the melanoma 
arose from the mole, but rather that the nevus is a compound nevus and the 
melanoma arose from the overlying epidermal or junctional element of such 
anevus. While the evidence presented shows that melanomas are epidermo- 
genic, neural and hormonal elements undoubtedly participate in the process 
of pigmentation. 41 references. 34 figures. 

(There is some hormonal factor involved in melanoma according to 
the observation made at the Memorial Hospital that the melanoma in 
children, similar in every respect to that seen in the adult, does not become 
malignant until after puberty.—a. 0. W.) 


Carcinoma Developing in Sebaceous Cysts. Joseph C. Peden, Jr., 
Washington University School of Medicine, St. Louis, Mo. Ann. Surg. 
128: 1136-47, Dec. 1948. 


The incidence of malignant change in sebaceous cysts has been reported 
in the literature to occur in from 1.5 per cent to 9.2 per cent. A total of 
832 consecutive sebaceous cysts examined in the department of Surgical 
Pathology at Barnes Hospital exhibited carcinomatous transformation in 
14 instances, an incidence of 1.7 per cent. This is not thought to justify 
considering sebaceous cysts as a precancerous lesion. 

Thirteen of the malignant lesions were well-differentiated squamous 
cell carcinomas, and one was not classified because of its atypical appear- 
ance. This lesion was one of two which metastasized, and the cells in both 
the primary and secondary growths showed a vacuolated cytoplasm and large 
vesicular nuclei reminiscent of sebaceous gland cells. Definite gland 
formation was apparent. This patient is well eleven and a half years later. 

In older patients who have had a sebaceous cyst of relatively long 
duration on the face or scalp, perhaps ulcerated, and in which a recent 
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change in character, such as an increase in size, has been observed, carcinoma 
should be suspected. These lesions are treated by wide local excision; even 
though cancer is present in the cyst immediate regional lymph node dissection 
is rarely if ever indicated, unless metastasis is suspected at the time the 
primary growth is excised. It is emphasized that all sebaceous cysts removed 
should be submitted for histologic examination. 

The followup of the fourteen cases of carcinoma showed one uncured 
patient who had unresectable lymph node metastases; nine patients are 


f living and well, two and one-half to eleven and one-half vears; and one 
-_ patient died of unrelated cause without recurrence five years after operation. 
In one case there was insuflicient time elapsed since operation and two were 
- lost to followup. Thus, ten of eleven patients with suflicient followup have 


been cured. 19 references. | table. 6 figures.—- Author's abstract. 


References to Current Articles 


Chemosurgical Treatment of Cancer of the Extremities and Trunk. A 
Microscopically Controlled Method of Excision. Frederic E. Mohs, 
State of Wisconsin General Hospital, Madison, Wis. Arch. Surg. 
57: 818-32, Dee. 1948. 

Clinical and Histo-Genetic Considerations on the Subject of Lipo-Sarcoma. 
(Considerazioni cliniche ed istogenetiche sul liposarcoma). Attilio 
Basile, University of Palermo, Palermo, Italy. Arch. ital. chir. 
70: 183-98, Fase. 3. 1948. In this tumor the transition of the 
embryonic mesenchymal cell (Wassermann) to the fibroblastic type 
(Hammar) and from fibroblasts to the adult adipose cell could be 
traced. Both the theory of Wassermann and that of Hammar are 
therefore regarded as admissible. 35 references. 6 figures. 

Resistance to Tumour Growth in Rats Fed on Vitamin-B Complex. G. M. 
Scott, Marie Curie Hospital, London, England. Lancet 1: 102-104, 
Jan. 15, 1949, 

Squamous-Celled Carcinoma of the Nail Bed. V. H. Ellis, St. Mary’s 
Hospital, London. J. Bone & Joint Surg. 30-B: 656-58, Nov. 1948. 
Reports 3 cases of squamous-celled carcinoma of the nail bed, in all 
of which the bone was involved; amputation is the treatment of choice. 
4 references. 3 figures. 


6. Neurosurgery 


See Contents for Related Articles 


7. Skull 


Tantalum Cranioplasty. Review of 106 Cases in Civilian Practice. 
Edward C. Weiford and W. James Gardner, Cleveland Clinic, Cleveland, 
Ohio. J. Neurosurg. 6: 13-32, Jan. 1949. 
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In the 106 consecutive tantalum cranioplasties reported, the implants 
were all prepared by cutting and hammering the tantalum sheet into the 
correct shape to fit the defect during the operation; shaping could be done 
satisfactorily in most cases with the use of a ball hammer and a concave 
wooden block; in some cases more complex structures, such as supraorbital 
ridges were accurately duplicated. The tantalum implants were fastened 
tightly to the outer table of the skull with small tantalum screws; accurate 
apposition of the implant to the bone was obtained by crimping down the 
edge of the implant. The thickness of the tantalum sheets employed has 
been reduced in the course of this series of operations from .020 to .007 in. 
Scalp incisions have been closed over the implant with a single tier of buried 
interrupted sutures of black silk. 

Of the 106 cases in which tantalum cranioplasty was done, there were 
26 cases of old defects, including 10 cases of traumatic or postoperative 
epilepsy, 6 cases with the syndrome of the trephined, and 10 cases with 
large pulsating and sometimes painful defects. Of the 10 cases of epilepsy, 
6 were completely relieved of seizures and in 3 the seizures were reduced 
in frequency. In the 6 cases with the syndrome of the trephined, 4 were 
completely relieved and 1 improved by the cranioplasty; in 1 ligation of 
the middle meningeal artery was done subsequently with complete relief 
of symptoms. In the 10 cases with unsightly defects, closure of the defect 
was done with good results. In this group of 26 cases there was 1 post- 
operative death from Streptococcus hemolyticus meningitis; there were 3 
other postoperative infections with recovery. In 2 cases removal of the 
implant was necessary, but granulation tissue surrounding the implants 
caused thickening of the connective tissue sufficient to bridge the bony defect. 

In 55 cases tantalum cranioplasty was used for the repair of fresh 
operative defects; in 24 cases the operation was done for removal of a brain 
tumor. In 8 cases both the free bone graft of the craniotomy and a tantalum 
implant were used. In 10 cases of Jacksonian epilepsy, a sheet of tantalum 
(.004 in. in thickness) was molded to the free bone graft so as to be in 
contact with the epileptogenous focus. While postoperative encephalograms 
showed a reduction in the voltage potential over the area of the implants, the 
clinical results were poor; only 1 of the patients showed any improvement. 

Tantalum cranioplasty was employed at the time of primary debride- 
ment in 12 cases of traumatic defect, with craniocerebral penetration; 
sulfanilamide was distilled into the wound, the dura was closed tightly in 3 
cases and partially in 6 cases. Postoperatively injections of penicillin 
(25,000 units) were given through the scalp down to the implant twice 
daily for several days. General treatment with penicillin and sulfadiazine 
was also given. Tantalum cranioplasty was also employed in 15 cases 
of infected operative defects; 8 of these were cases of cerebral abscess. 
Closure by tantalum cranioplasty prevents postoperative cerebral fungus 
and sequestration of the bone flap after radical excision of cerebral 
abcess, and does not increase the possibility of postoperative meningitis. 
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The tantalum implant did not deter healing of infected wounds. Oral 
administration of sulfadiazine and intramuscular injections of penicillin 
were used in the treatment of these infected cases, as well as local injections 
of penicillin through the scalp. There were 3 deaths in this group of 13 
cases; 1 death, occurring early in the series and due to recurrent abscess 
at the primary site, was attributed to insuflicient dosage of penicillin. 

In the entire series of 106 cases of tantalum cranioplasty, there were 
8 deaths, but only 1 of these could be attributed to the procedure per se; 
8 implants had to be removed, but none of the patients developed a 
secondary meningitis. In the cases of compound fracture in which the 
tantalum insert was used at the time of debridement, perfect healing resulted. 
There were more complications in the cases where tantalum was used for 
secondary closure than in any other group; this indicates that tantalum 
inserts should be employed in primary closure in traumatic cases, rather 
than for secondary closure at a subsequent operation. 50 references. 2 
tables. 13 figures. 


8. Brain 


Delays and Errors in the Diagnosis of Brain Tumor. Frederick C. 


Redlich, Rembrandt H. Dunsmore and Eugene B. Brody, Yale University 
School of Medicine, New Haven, Conn. New England J. Med. 239: 945-50, 
Dec. 16, 1948. 


One hundred proven cases of brain tumor were studied in an effort to 
determine the seriousness of delay and error in brain tumor diagnosis from 
the public health viewpoint. The following aspects of the cases were 
tabulated: initial complaints; first neurological signs detected; correct and 
false diagnosis by the family physicians; accurate and inaccurate diagnosis 
after hospitalization, but before diagnostic study by specialists; the diagnostic 
contributions of cerebrospinal fluid studies; electroencephalographic studies; 
radiological and air studies; the time lost between the appearance of the 
first signs and symptoms and the time of the correct diagnosis. 

Survey of the diagnoses by medical practitioners in the community 
revealed only 4 per cent correct. A similar survey of diagnoses made in 
the hospitals by non-specialists showed an increase of correct diagnoses to 29 
per cent. Both groups evidenced a strong tendency to consider personality 
disorder as the primary etiological factor of the symptoms. Of these cases, 
94 were seen by specialists, and a correct diagnosis was made in all but 7 
cases. 

The diagnosis of brain tumor was delayed over one year in one-half 
of the cases and over two years in one-fourth. Social and psychological 
factors often delayed referral by the family to a physician; even so, the low 
percentage of correct diagnosis by the practitioner was striking. A failure to 
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carry out routine brief neurological examination and a tendency to attribute 
symptoms to personality difficulties with subsequent lack of further investi- 
gation, were the most important sources of error. The value of specific 
laboratory studies seemed to be mostly confirmatory rather than useful as 
independent diagnostic techniques. 

To avoid such delays, public health education is indicated at both lay 
and professional levels. Mass health education regarding early symptoms 
of dangerous disease appears justified. At the level of the physician, 
teaching of abbreviated neurological examination in medical schools and 
hospitals, attention to statistical tables demonstrating early signs and 
symptoms of brain tumor, and the routine use of certain general diagnostic 
procedures, especially ophthalmoscopy, should aid in preventing these 
errors. 7 references. 7 tables.—Author’s abstract. 


References to Current Articles 


Trigeminal Tractotomy. Observations on Forty-Eight Cases. Wallace B. 
Hamby, Burton M. Shinners and Ina A. Marsh, Buffalo, N. Y. Arch. 
Surg. 57: 171-77, July 1948. 


Experience with Leucotomy at the Provincial Mental Hospital, British 
Columbia. Frank Turnbull and Allan Davidson, Vancouver, B. C., 
Canada. Canad. M. A. J. 60: 130-33, Feb. 1949. 


9. Spine and Spinal Cord 


The Metabolism of Calcium in Patients with Spinal Cord Injuries. L. 
Willard Freeman, Indianapolis, Ind. Ann. Surg. 129: 177-84, Feb. 1949. 


Patients suffering from injury to the spinal cord show an incidence of 
calculus formation in the urinary tract during the first months of injury 
of 27 to 38.4 per cent. These patients showed daily excretions of urinary 
calcium of 2 to 4times the normal output. Despite high daily total output, 
providing the concentration was kept below 15 mg. per cent, stones rarely 
formed. Age, level of lesion, Vitamins D and A, and calcium intake appear 
to be insignificant factors. Fracture alone, as demonstrated by an analysis 
of 93 cases of arm fracture and 87 cases of leg fracture, appears to be of 
minor importance. 


Coincident with the beginning of weight bearing, there is a sharp fall 
in urinary calcium excretion. This fall continues until normal levels of 
excretion are reached, providing the patient continues the weight bearing 
activities. Throughout this course of events, there is no chage in the blood 
calcium or phosphorus. Although slight changes are noted in urinary 
calcium excretion when the patient assumes wheel chair ambulation, it is not 
nearly as striking as the fall occurring with ambulation with braces and 
crutches. 


222 QUARTERLY REVIEW OF SURGERY 


The abnormal deposition of calcium in some tissues in these patients 
appears to result from changes induced by infection and inflammation. 32 
references. 2 figures.—Author’s abstract. 


Transurethral Resection for Neurological Bladder. John E. Dees, Duke 
University School of Medicine, Duke Hospital, Durham, N. C.J. Urol. 
60: 907-14, Dee. 1948. 


The results of transurethral prostatic resection in 15 cases of neuro- 
logic bladder are analyzed. In all instances the indication for operation 
was the presence of infected residual urine which, in 11 out of the 15 
cases, was in excess of 500 ce. Bladder neck obstruction was minimal or 
absent in all cases, 6 Gm. of tissue or less being removed in 12 cases. The 
results were good in the cases of tabetic bladders and in those secondary 
to multiple sclerosis and injuries of the lumbar and sacral cords. Poor 
results were obtained in the cases of lesions of the cervical cord and 
cerebrum and in the diabetic pseudotabetic bladder. 

A detailed case report on | patient with severe multiple sclerosis is 
presented. Urinary frequency in excess of twenty times daily, severe 
urgency and incontinence necessitated the wearing of an incontinence bag. 
Residual urine was 225 ec. and cystometric study showed a completely unin- 
hibited neurologic bladder. No obstruction was present in the posterior 
urethra. Following resection of the bladder neck and prostatic urethra, 
individual voidings varied from 300 to 500 ce., urinary incontinence dis- 
appeared and urination could be inhibited for thirty minutes after appear- 
ance of the desire to void. Residual urine decreased to 150 ce. or less and 
bladder function was excellent eight months postoperatively. 2 references. 
table. 1 figure.—Author’s abstract. 


10. Peripheral Nerves 


Traction Injuries of the Brachial Plexus in Adults. Roland Barnes, 
University of Glasgow, Scotland. J. Bone & Joint Surg. 31-B: 10-16, Feb. 
1949, 


The author presents an analysis of 63 traction injuries (closed injuries ) 
of the brachial plexus in adults; motor cycle accidents were responsible for 
most of these injuries. Forcible separation of the head and shoulder is the 
essential factor in the causation of these injuries, but the type of lesion 
depends upon the position of the upper limb at the time of the accident. 

The injuries in this series were divided into 4 groups: (1) lesions of 
C.5 and 6; (2) lesions of €.5, 6 and 7; (3) lesions of the whole plexus; 
(4) lesions of C. 7, C. 8 and T. 1. There was no case of a lesion of C. 8 
and T. 1 only. 
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There were 14 patients in group 1, with lesions of C. 5 or C. 5 and 6 
roots; of these 11 showed satisfactory functional recovery, although all were 
not capable of sustained efforts; in 1 there was incomplete recovery in the 
flexors of the elbow joint; in 2 cases, rated as failures, the followup period 
was not long enough for final assessment. Of 19 patients in group 2, with 
lesions of C. 5, 6 and 7 roots, 11 showed satisfactory recovery of function, 
6 incomplete recovery and 2 no improvement. In group 3 with lesions of 
the whole plexus, there were 4 cases of non-degenerative lesions of the whole 
plexus and all recovered completely. There were 13 patients with Horner’s 
syndrome; in this group, 7 had permanent total paralysis of the upper 
extremity, 6 showed recovery of function in the abductors of the shoulder 
and flexors of the elbow, but not in any muscle of the forearm or hand. In 
the 10 cases without Horner’s syndrome, there was recovery of function of 
the flexors of the forearm and intrinsic muscles of the hand, but residual 
paralysis of the muscles innervated by the upper roots of the plexus. There 
were only 2 cases in group 4; 1 of these patients had Horner’s syndrome 
with no recovery of function, the other had a transient lesion of the C.7 root, 
but degenerative lesions of C. 8, T. 1 roots. 

Treatment in these cases was conservative, including measures to 
prevent joint stiffness and muscle wasting; paralyzed muscles were given 
daily galvanic stimulation to prevent excessive wasting; re-education pro- 
cedures were used for all muscles showing feeble voluntary contraction 
during recovery. Pain usually subsided slowly over a period of several 
months; it could be relieved by elevating the lamb to avoid tension on the 
injured roots of the plexus. Only 2 operations were done for the relief of 
pain which had persisted for three years in 1 case and for four years in the 
other; in ] case sympathectomy was done; in the other amputation and 
exploration of the plexus. In the study of this series of cases, no evidence 
was found that surgical treatment would give better results than those 
obtained with conservative treatment. When the full extent of recovery has 
been determined, reconstructive surgery may improve the function of the 
limb, but such operations should not be done until at least fifteen months 
after the injury, as recovery in the proximal muscles may take place more 
than a year after injury. 5 references. 2 tables. 2 figures. 


Open Wounds of the Brachial Plexus. Donald M. Brooks, Royal 
National Orthopaedic Hospital, London. J. Bone and Joint Surg. 31-B: 17-33, 
Feb. 1949. 


The author reports a series of 42 cases in which the brachial plexus 
was damaged by penetrating wounds. These cases are classified in 3 groups: 
group 1, lesions of the roots and trunks of C. 5, 6; group 2, lesions of the 
posterior cord; group 3, lesions of C. 8, T. 1 and the medial cord; the 
latter group included some cases with involvement of the whole plexus. The 
degree of recovery of function and sensation was good in group 1, fair in 
group 2 and poor in group 3. In 22 cases the brachial plexus was explored 
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surgically; in only 4 cases was interruption of continuity of a nerve found. 
There was no close correlation between the operative findings and the degree 
of recovery. For example, in 8 cases the part of the plexus explored 
appeared normal, but recovery was good in only 4 cases. In the 4 cases 
with interruption of continuity of a nerve, repair was possible in 3 cases, but 
the results were not satisfactory. There was no evidence that neurolysis 
influenced recovery, either motor or sensory, but in 1 case it relieved per- 
sistent pain. In 11 cases, a main artery or vein was injured either at the 
time of the primary wound or at subsequent exploration. In all these cases 
there was joint stiffness especially in the hand; ischemic changes in the 
muscle and nerves were noted in only 1 of these cases. On the basis of the 
findings in these cases, the author concludes that routine exploration of open 
wounds of the brachial plexus is “neither profitable nor justifiable.” 18 
references. 5 tables. 4 figures. 


The Painful Sequelae of Injuries to Peripheral Nerves. S. Sunderland 
and M. Kelly, University of Melbourne, Australia. Australian & New 
Zealand J. Surg. 18: 75-118, Oct. 1948. 


In a study of 282 cases of injury to peripheral nerves, 34 cases were 
found in which severe pain in the extremity, which had persisted for at 
least five weeks after injury to a nerve trunk, was not due to injury to 

' non-neural tissue; this type of pain is designated as causalgia. Causalgia 
occurred most frequently after injury to the sciatic nerve, the brachial plexus 
and the median nerve; 16 cases of it occurred in 49 injuries to the sciatic 
nerve, 5 cases in 25 injuries to the brachial plexus and 6 cases in 42 
injuries to the median nerve. The pain was felt in the foot or hand and 
involved the distribution of the nerve injured. A study of these cases and 
a review of the literature indicates that causalgia is primarily a sequel to 
gunshot wounds in which stretching of the nerve plays an important role. 
As a rule the main sensory pathways from the sole or the palm are damaged; 
the higher in this pathway the damage occurs, the more likely is causalgia to 
occur. The occurrence of causalgia was not found to be related to either 
neuroma formation or the degree of visible damage of the nerve or other 
tissues. The findings suggest that the painful sequelae of nerve injuries are 
due to the spread of the damage to the central nervous system by retrograde 
and transneuronal changes; this sets up abnormal spontaneous activity in 
the cord that acts as a focus for the spread of disturbances that involve wider 
and wider areas of the cord, which produce effects on the peripheral tissues 
through adjacent posterior roots. Also, a succession of impulses reaches the 
cerebrum with resulting effects on the sensorium (spontaneous pain). 


In most cases of causalgia, the pain subsides spontaneously, and 
surgery is indicated only in the more severe and prolonged cases. A review 
of the results of surgical treatment indicates that of all the extraspinal pro- 
cedures employed, preganglionic sympathectomy gives the best results. This 
operation was done in 7 cases in the series of cases reported (5 sciatic and 
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2 median nerve injuries). In 1 case (sciatic nerve injury), in which oper- 
ation had been delayed for thirteen months, no relief was obtained; in 
another case there was no relief for a few days after operation, but later 
complete relief, although it is doubtful whether this can be attributed to the 
sympathectomy. In all the other cases marked or complete relief of 
symptoms resulted from the operation; 3 patients still have occasional 
attacks of very mild pain. If preganglionic sympathectomy fails and severe 
causalgia persists, chordotomy may be indicated. 10 references. 10 tables. 
] figure. 


11. Sympathetic Nervous System 


Is Spinal Anaesthesia Always a Reliable Method of Inducing 
Vaso-Dijatation in the Toes? Torsten Lindquist, Sahlgrenska Sujkhuset, 
Gothenburg, Sweden. Acta chir. Scandinav. 97: 354-61, Jan. 26, 1949. 

Reports 2 cases indicating that spinal anesthesia, even though it is 
effectively induced to abolish sensation above the symphysis, is not always 
a reliable method of inducing vasodilatation in the toes. In the first case, 
one of Buerger’s disease, there was a considerable degree of arterial 
occlusion in the left leg, but the toes of the right foot showed a normal rise 
in temperature when the body temperature was raised or the sympathetic 
ganglia were blocked with tetraethyl-ammonium-bromide (TEAB), yet 
spinal anesthesia caused no vasodilatation. In the second case, in which 
pain and coldness of the right foot followed trauma, although raising the 
body temperature caused a normal rise of the skin temperature of the toes, 
spinal anesthesia produced only slight vasodilatation. 23 references. 


References to Current Articles 


Complications Following Paravertebral Lumbar Sympathetic Block with 
Nupercaine in Oil. Report of a Case. Jacob T. Bradsher, Jr., Boston 
City Hospital, Boston, Mass. New England J. Med. 240: 291-93, Feb. 
24, 1949. 

Reflex Sympathetic Dystrophy. J. A. Noble, Halifax, N. S., Canada. Canad. 
M. A. J. 60: 135-40, Feb. 1949. 


12. Head and Neck 


Cancer of the Larynx. Five Year End Results in a Series of Patients 
Treated Between 1930 and 1942. Chevalier L. Jackson, John V. Blady, 
Charles M. Norris and Walter H. Maloney, Temple University Hospital, 
Philadelphia, Pa. J. A. M. A. 138: 1080-83, Dec. 11, 1948. 


612 cases of cancer of the larynx were observed at the Temple Univer- 
sity Hospital from 1930 to 1947 inclusive. An analysis of the initial 
treatments given showed that laryngofissure was employed in 209 of these 
cases, total laryngectomy in 244, and irradiation in 159. 
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The authors present five-year end results in all cases treated by them 
from 1930 to 1942 inclusive. Analysis of determinate cases without 
metastasis when first seen showed that of 102 treated by laryngofissure, 83 
(81 per cent) survived five or more years without recurrence or mestastasis, 
23 (66 per cent) of the 35 cases in which laryngectomy was performed by 
the authors (excluding those operated on by others) survived five or more 
years without evidence of disease, and 35 (51 per cent) of those treated 
initially by irradiation were classed as five-year cures. Of 14 patients with 
metastasis when first seen, treated by irradiation, none survived five years. 

In 14 (74 per cent) of the 19 cases in which recurrence developed 
following laryngofissure, the interval between the initial operation and 
recurrence was less than three years. 4 of the 5 remaining recurrences 
developed after five years (1 each in the seventh, ninth, twelfth and fifteenth 
years). The authors suggest, therefore, that three-year statistics have some 
value and that five-year statistics are by no means final. 13 cases of recur- 
rence after laryngofissure are now determinate following secondary treatment 
by a second laryngofissure, laryngectomy, irradiation or a combined method; 
of these, 7 (54 per cent) have been salvaged and are now five-year cures. 

Of 12 patients who developed recurrence or metastasis following 
laryngectomy, only one was salvaged by subsequent treatment. Of 20 
cases in which recurrence developed following treatment by irradiation, 7 
were salvaged and are now five-year cures (5 by a second course of irradia- 
tion, and 2 by laryngectomy). 

Of 33 determinate cases in which metastases developed following treat- 
ment of the primary tumor by laryngofissure, laryngectomy or irradiation, 
7 (21 per cent) were salvaged by irradiation, surgery (neck dissection), 
radon seed implantation, or a combination of these. 

Since 1940, the treatment of cervical metastases from cancer of the 
larynx at the Temple University Hospital has been as follows: For patients 
presenting metastases on admission, roentgen treatment is generally 
employed for treatment of the primary lesion in the larynx; if possible, the 
metastases are incorporated in the same portal. After the irradiation, 
either before severe radiation epithelitia develops or after it has completely 
healed, the metastases are surgically exposed and radon is implanted in a 
tissue dosage of 5,000 to 10,000 gamma roentgens, or a neck dissection with 
or without implantation of radon is performed. More recently, we have 
treated a number of patients by radical neck dissection followed by external 
radiation to the primary lesion. In a few cases laryngectomy combined with 
neck dissection has been done. For metastases occurring after the primary 
disease has been controlled, a radical neck dissection is performed, and 
radon is implanted when there is perinodal infiltration. 

The final survival rates (including cases salvaged by subsequent 
treatment when the initial treatment failed), in cases without metastasis when 
first seen were, for the laryngofissure group 88 per cent; for the laryn- 
gectomy group 65 per cent; and for the group treated initially by irradiation 
64 per cent. 6 tables.—Author’s abstract. 
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Anesthesia for Total Laryngectomy. Anton C. Kirchhof and David C. 
Boals, U.S. Veterans Administration Hospital, Portland, Ore. West. J. 
Surg. 56: 590-91, Nov. 1948. 


A hazard in total laryngectomy is the maintenance of an airway and 
prevention of aspiration of blood or clots through the sectioned end of the 
trachea. A simple modification of endotracheal anesthesia equipment for 
total laryngectomy is described. An oral endotracheal tube with inflatable 
cuff is introduced under direct vision in the early part of the operation. 
After dissecting the larynx and upper trachea free, the endotracheal tube is 
pulled back to the vocal cords and the trachea sectioned across. A short 
piece of endotracheal tubing with a bevelled tip and with an inflatable cuff 
is inserted into the open end of the trachea and the cuff inflated. The short 
tube (3 to 4 inches long) is fitted with a standard elbow which contains a 
suction hole covered by a sleeve of rubber tubing. This connects in turn 
to a long rubber tube. The entire assembly is sterilized before use. After 
insertion of the tube and inflation of the cuff, the longer tube is given to the 
anesthetist, who reestablishes the closed system with the anesthesia machine. 

If cautery is not employed, this anesthetic method is adaptable to any 
inhalation agent, since the switch from the oral endotracheal tube to the 
short tracheotomy endotracheal tube takes only a few seconds. The oral tube 
is then removed completely. A nasal Levine tube is inserted into the 
esophagus before the operative area is closed. A suction catheter is em- 
ployed through the hole in the anesthesia elbow to remove blood or mucus 
from the tracheobronchial tree. The suturing is completed before removing 
the short endotracheal tube. Then a regular tracheotomy tube is inserted. 

The system provides an airway and also a dry, closed anesthetic 
during surgery. 2 figures. 


References to Current Articles 


Chemosurgical Treatment of Tumors of the Parotid Gland. A Microscopic- 
ally Controlled Method of Excision. Frederick E. Mohs, University of 
Wisconsin Medical School, Madison, Wis. Ann. Surg. 129: 381-93, 
March 1949. 


13. Oral Surgery 


Surgical Repair of Lacerations and Fistulas of the Parotid Duct. 


Hugh A. Bailey and Victor Skaff, Charleston, W.Va. Ann. Surg. 129: 103-8, 
Jan. 1949, 


Injuries to the parotid duct may occur over the parotid gland, over the 
masseter muscle, or in the area of the buccinator muscle, the majority 
belonging to the second group. Fistulas of the smaller ducts often heal 
spontaneously or by roentgen therapy and cauterization of the wound. 
The remainder are corrected surgically. A simple technic for its surgical 
repair is described. 
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A mouth wash is used every two hours and good oral hygiene main- 
tained from the time the condition is diagnosed until operation. Intra- 
muscular penicillin may be given for twenty-four hours preoperatively. 
Local anesthesia is injected into the skin around the laceration or fistula 
and a 1.5 em. incision made through the skin, avoiding vessels and nerves 
next to the duct. A probe is passed through the mouth, into the papilla 
and along the duet, its end brought out through the incision and a No. 10 
cotton thread or heavy silk fastened to it. The threaded probe is then 
withdrawn into the mouth. Stimulation of the salivary flow by administration 
of a few drops of lemon juice facilitates identification of the proximal end of 
the duct. The end of the thread attached to the probe is threaded on a long 
Mayo needle which is then passed backwards, blunt end first, into the 
proximal duct and gently forced through the parotid gland to the skin. The 
thread is held snugly in place by a lead shot applied to each end, and a 
small rubber sheeting square inserted between the shot and mucosa to prevent 
irritation. The wound is closed by interrupted catgut sutures without 
drainage. 

The oral hygiene is carefully supervised postoperatively, mouth wash 
continued for a month and fluids given freely. Intramuscular penicillin 
may be given for several days after the operation. Watery fluid usually 
drains from the incision for about a week. Noninflammatory swelling may be 


disregarded. The sutures are removed after seven days but the dowel 
thread not removed until the fourteenth day. Salivary juice usually passes 
through the duct into the mouth soon after the operation. These fistulas 
usually respond well to surgical treatment if certain principles are followed. 
chief of these being use of a dowel to splint the duct and preservation of the 
papilla. 9 references. 2 figures. 


(The repair of a fistula of the parotid duct has always presented 
somewhat of a problem. It is hoped that the method described, which is a 
modification of the use of a dowel to splint the duct, will be helpful in 
solving this problem.—n. P. J.) 


The Surgery of the Salivary Glands. Sir Cecil Wakeley, King’s 
College Hospital, London. Aun. Roy. Coll. Surgeons 3: 289-305, Dec. 1948. 


The only salivary fistulas of clinical importance are those of the parotid 
gland or its duct: they are usually caused by injury or by suppuration 
around a caleulus. Ifa fistula of the parotid duct is in front of the masseter 
muscle and is of recent traumatic origin, as in a stab injury, the wound 
should be opened up and both ends of the duct isolated. A piece of strong 
silkworm gut is passed from the mouth through the orifice of Stenson’s duet 
out on the face, then into the proximal portion of the parotid duct; the wall 
of the duct is sutured over it, and the skin wound closed. The piece of 
silkworm gut is removed when the patient recovers from the anesthetic. Fine 
steel wire or nylon may be used instead of the silkworm gut, but not catgut. 
Where a premasseter fistula is of long standing, an operation to enable the 
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parotid secretion to enter the mouth freely often results in healing of the 
fistula. For this purpose a straight needle is threaded with silk and passed 
through the fistula into the mouth; the needle is then unthreaded, and the 
silk outside the mouth is threaded into it; the needle is again passed through 
the fistula into the mouth, and the two ends of the silk tied. The piece of 
tissue included is strangulated by the suture and sloughs away, making an 
opening into the mouth through which the parotid secretion flows. The 
nearer the fistula of the parotid duct is to the parotid gland, the more difficult 
it isto treat. When the parotid duct fistula is over the masseter muscle, it is 
difficult to cure; many operations have been devised to restore the continuity 
of the duct, but have not given good results as a rule. The author suggests 
a simple procedure that may be successful and should be tried. A small, 
fine, malleable probe is passed from the mouth along the duct and out of the 
fistula on the face; a rubber drainage tube attached to the probe by a silk 
thread is drawn out through the fistula so as to leave one end in the mouth, 
the other projecting on the. face; after a few days the tube is drawn further 
into the mouth so that it does not project from the fistula; in a week the 
tube is entirely withdrawn. Closure of the fistula has resulted in some cases. 
If infection is present, a fistula of Stenson’s duct can be closed only by 
stopping the secretion of the parotid gland. 

Salivary calculi occurring in the salivary glands are usually single, 
but in the ducts they are frequently multiple. In “a fair proportion” of cases, 
the calculus forms around a foreign body as a nucleus. Salivary calculi 
consist largely of calcium phosphate and caleium gluconate. They occur 
most frequently in the submaxillary gland and duct. This is probably due 
to the fact that the secretion of the submaxillary gland is more favorable to 
precipitation of calcium salts than that of the parotid or sublingual, and 
contains larger amounts of organic colloid material. Calculi occur more 
frequently in Stenson’s duct than in the parotid gland; they are found usually 
in the mesenteric portion of the duct, and external incision is necessary to 
remove them; the incision should be longitudinal and should be closed by 
suture after removing the calculi. Caleuli in the submaxillary gland usually 
make it necessary to excise the gland because of fibrosis of the glandular 
alveoli due to back pressure caused by the presence of the stone. If the 
stone is in the duct, it can be removed through an incision in the mucous 
membrane of the mouth. The author has seen only 2 cases of calculus of 
the sublingual gland, both in children. 

Tumors of the salivary glands are quite common. Angiomata and 
adenomata are, however, of relatively rare occurrence; the author has seen 
5 cases of angiomata in children at the Belgrave Hospital for Children 
(London); and 2 cases of angiomata of the submaxillary gland in his 
personal series of 102 cases of salivary gland tumors in the last 33 years. 
There were 10 cases of adenomata in this series, 8 in the parotid and 2 in 
the submaxillary gland. Adenomata must be removed surgically. The 
majority of tumors of the salivary glands are the so-called mixed tumors, 
which occur most frequently in the parotid gland. These tumors show a 
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tendency to recur, even after a long interval, and are regarded by many as 
potentially malignant. Tumors of this type grow slowly; and patients often 
do not seek medical advice or consent to operation until there is a rapid 
increase in the size of the tumor, or facial paralysis occurs. Both these 
symptoms usually result from malignant change. Because of the potential 
malignancy of these tumors, even if malignant change has not occurred, the 
best treatment is excision with radiotherapy. 8 references. 18 figures. 


A Contribution to the Study of Congenital Temporo-Mand:bular 
Ankylosis (Contributo allo studio della anchylosi temporo-mandibolare 
congenita.) Alvisa Peresson, Lniversity of Bologna, Bologna, Italy. Chir. d. 
org. di movimento 32: 307-35, Fase. 5, 1948. 


Ten cases are reported. These were observed and, in part, studied for 
many years. In this material there was abundant evidence of hereditary 
stigmata, e.g., a history in patient or family of arthritis, abortions, syphilis, 
ete.: congenital anomalies, e.g.. facial asymmetry, rudimentary ears and 
congenital dislocation of the hip joint; and finally evidences of endocrine 
disturbances, e.g.. sexual immaturity, goiter and faulty bone development. 
Faulty bone structure was most evident in the friable character of the lower 


jaw bone itself. The mandible was usually small, scoliotic towards the 


ankylosed side and retracted. The lower teeth were usually poorly formed 
and irregularly placed and late in erupting, while those of the upper jaw 
were frequently precocious in erupting and exceptionally long and thick in 
dimensions. 


This faulty bone development forms the basis for the rejection of the 
third pathogenetic modality of Poletti (Stomatologia, 1933), that is, his 
theory of the phlogistic factor, and the proposing of the author’s own theory 
of faulty bone development with the predominance of the mechanical factors 
in the development of the ankylosis and its recurrence following operation. 

In the treatment, much of the blame for the frequent failure of surgery 
to bring lasting relief of the ankylosis is placed by the author on the failure 
of the surgeon to pay enough heed to the faulty bone. In addition to the 
purely surgical treatment, medical methods should be employed to assist 
in the further growth of the mandible in early life, to correct the internal 
glandular deficiencies and to exercise the joint after it has been mobilized. 
For the purpose of keeping the joint mobile after operation the prosthesis 
developed by Delitale is recommended. 30 references. 14 figures. 


14. Plastic Surgery 


Blood Loss from Donor Sites in Skin Grafting Procedures. David W. 
Robinson, University of Kansas Medical Center, Kansas City, Kan. Surgery 
25: 105-109, Jan. 1949, 
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Because of the danger of shock attendant upon major skin grafting 
procedures, a study was carried out to determine the quantity of blood lost 
from donor sites during operation. The blood loss in 35 operations form the 
basis of this report. 

Dry surgical sponges were weighed and placed on donor areas imme- 
diately after cutting grafts with the Dermatome. The blood soaked sponges 
were reweighed, the difference in weight representing the amount of blood 
lost from the donor areas. As very little blood was spilled the error in 
measurement was estimated as from between 10 and 15 per cent. 

The weighed hood loss per donor site averaged only 46 ec. for all cases. 
The deeper the graft was cut, the greater the blood loss. There was no 
significant difference between the losses from men and women. More blood 
was lost from the back than from the abdomen, chest and thighs. Patients 
in a good state of nutrition had a greater blood loss than poorly nourished 
patients. Younger people had a greater blood loss than people above forty- 
five years of age. Tissue turgidity was thought to be the factor accounting 
for these last two differences in blood loss. 11 references. 1 table-— 
Author's abstract. 


References to Current Articles 


Reconstruction of the Auricle with Diced Cartilage Grafts in a Vitallium 
Ear Mold. Lyndon A. Peer, Newark, N. J. Plast. & Reconstruct. Surg. 
3: 653-06, Nov. 1948. 

Blood Supply of Cross Leg Pedicle Flaps. Richard Boies Stark, U. S. 
Veterans Hospital, Bronx, N. Y. Plast & Reconstruct. Surg. 3: 694-99, 
Nov. 1948. 


Squamous Cell Carcinoma Development on Donor Area Following Removal 
of a Split Thickness Skin Graft. Bert Simmons Jeremiah, Pawtucket, 
R. 1. Plast. & Reconstruct. Surg. 3: 718-21, Nov. 1948. 


15. Thyroid and Parathyroid 


Treatment of Thyrotoxicosis. Review of 350 Cases. Carrick Robert- 
son, Mater Misericordiae Hospital and Auckland Hospital, Auckland, New 
Zealand. Lancet 2: 675-76, Oct. 30, 1948. 


Of 350 cases of thyrotoxicosis seen between January of 1945 and 
September of 1947, 111 were treated with thiouracil. These were divided 
into three age groups when reviewing the results: those under twenty-one 
of whom 62 per cent were improved; those between twenty-one and forty- 
five of whom 40 per cent were improved; and those over forty-five of whom 
50 per cent were improved. The response appears to be slightly better in 
the youngest group. Contraindications to the use of thiouracil are as 
follows: Signs of pressure on the airway (the goiter enlarges during the first 
few weeks of treatment with this drug); toxic nodular goiter; upper pole of 
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thyroid gland placed retrolaryngeally; marked exophthalmos which ap- 
proaches the malignant type; predominance of heart symptoms (these 
improve last with thiouracil therapy); depression caused by thyrotoxicosis; 
and economic considerations (those on thiouracil therapy who must neces- 
sarily come to a center having proper laboratory facilities lose more working 
time than the average surgical case). One death has resulted from 
thiouracil therapy and this patient was found to have been taking the drug 
for two months prior to admission. On admission there was a complete 
absence of white cells. 

Thiouracil is indicated for the following: Young patients with Graves’ 
Disease; predominance of nervous symptoms except for depression; elderly 
patients who are poor surgical risks; recurrent thyrotoxicosis following 
operation and severe thyrotoxicosis requiring preoperative preparation. 
Apparently, thiouracil therapy should be continued for a year or even two 
years. In spite of the thyroid gland being in a state of cellular activity 
during this period (shown by histological sections), the gland is unable to 
manufacture its normal hormone and this situation may have harmful results, 
since adenocarcinoma of the thyroid, in rats, has been produced by giving 
thiourea continuously for a two year period. 

Of the 250 cases operated on without trial of thiouracil, all but 2 of 
the 16 patients under twenty-one years of age did well. All between 
twenty-one and forty-five did well; and all over this age did well, with one 
exception. A seventy year old woman who improved after a year on 
thiouracil, discontinued the drug and after 9 months presented herself with 
thyrotoxicosis and firm, hard nodules in the neck. Malignancy was sus- 
pected and operation advised. She died on the first postoperative day from 
abdominal distention. Sections of the gland showed severe thyroiditis, but 
not malignancy. The surgical mortality is thus much less than 1 per cent. 
2 references. 1 table. 1 figure. 


(The results of thiouracil treatment of thyrotoxicosis reported by Dr. 
Robertson are consistent with the work of other authors. Safer thiouracil 
derivatives such as propyl- and methyl-thiouracil have largely supplanted 
thiouracil in this country. More recently the use of radioactive iodine 
(I''") has become rather widely used in the treatment of thyrotoxicosis.— 
R. S. D.) 


Lymphadenoid Goitre. H. M. Goldberg and J. Davson, Manchester 
Royal Infirmary and Victoria University of Manchester, Manchester, Eng- 
land. Brit J. Surg. 36: 41-48, July 1948. 


Lymphadenoid goiter, struma lymphomatosum, or Hashimoto’s disease 
is characterized by a diffuse goiter appearing in women of menopausal 
age. Symptoms are produced by pressure on the surrounding structures. 
While symptoms of thyrotoxicosis are frequently noted at the onset, later 
symptoms tend toward those of myxedema. Ordinarily, the final diagnosis 
rests on the histological picture, which is usually one of extensive lymphocyte 
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infiltration replacing most of the thyroid vesicles. The surviving epithelial 
cells frequently present an atypical appearance. Differentiation is necessary, 
however, since round-cell infiltration is encountered in a number of affections 
of the thyroid gland. Too, the greater extent and intensity of the lymphocytic 
infiltration must be depended upon to distinguish it from the lesser infiltra- 
tions that may be noted in hyper- or hypothyroidism and endemic goiter. 

This study was made to learn whether clear differentiation can be 
made between thyrotoxicosis or simple goiter with lymphocytic infiltration, 
and lymphadenoid goiter; and to learn whether consideration of the rela- 
tionship between the two conditions can shed any light on the etiology and 
development of lymphadenoid goiter. For the first purpose, 121 cases 
were investigated (thyroidectomy performed; varying degrees of round-cell 
infiltration noted). An additional series of 64 cases were studied in which 
the round-cell infiltration was of a slighter degree. In the first series of 121. 
histological study showed fully developed Hashimoto’s disease in 10; incip- 
ient lymphocytic infiltration in 9; minimal lymphocytic infiltration in 27; 
moderate lymphocytic infiltration in 37; marked lymphocytic infiltration in 
25; and an atypical histological picture in 13. These findings are discussed 
briefly. According to the evidence gathered from study of the second series 
(64 cases) local ischemia is capable of producing focal development of the 
histological changes found in the first series. The evidence in support of 
the belief that lymphadenoid goiter develops as a result of relative ischemia 
is as follows: Older persons are affected and their vessels may be presumed 
to be less capable of responding well to a demand for an increased blood 
supply; a history of a previous toxic phase is usually elicited, indicating that 
there has been a demand for increased blood supply; histological changes 
resembling those noted in lymphadenoid goiter often occur focally in those 
sites where local ischemia is most likely to be present; the changes of 
lymphadenoid goiter are but rarely found within areas of adenomatous 
hyperplasia and such areas may reasonably be assumed to have an adequate 
blood supply; and finally, decreased vascularity in lymphadenoid goiter 
is demonstrated by the fact that these goiters bleed very little at operation. 

The evidence suggests that lymphadenoid goiter is an exaggeration of 
the lymphoid infiltration which may develop in toxic goiter. This study as 
well as those made by other investigators, shows that a toxic phase is sufh- 
ciently common to be counted as an important factor in the pathogenesis of 
the disease. 36 references. 7 tables. 9 figures. 

(This extensive review of lymphadenoid goiter emphasizes a previous 
history of a toxic phase as sufficiently common to be an important factor in 
the pathogenesis of this disease. In a recent series of 14 cases of lymph- 
adenoid goiter reviewed at the Cleveland Clinic, no patient presented a 
previous history of thyrotoxicosis. Furthermore, in our experience, the 
pathology of lymphadenoid goiter has in general been of such a diffuse 
nature that the diagnosis was unequivocal.—Rk. 8. D.) 
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Surgical Aspects of Hyperparathyroidism. Review of Sixty-three 
Cases. B. Marden Black, Mayo Clinic, Rochester, Minn. Surg., Gynec. & 
Obst. 87: 172-82, Aug. 1948. 


The surgical problems associated with hyperparathyroidism, broadly 
considered, resolve themselves into the finding and removal of parathyroid 
tumors, or the recognition and subtotal removal of hyperplastic tissue in 
cases of diffuse primary hyperplasia. The surgical difficulties have to do 
chiefly with the minuteness and varied locations of the parathyroid glands, 
the small size of many such tumors and the fact that the tumors may be 
multiple. 

Sixty-three patients who had proved hyperparathyroidism have been 
seen at the Mayo Clinic (through 1946). In 4 cases (6.4 per cent) the 
disease was due to diffuse primary hyperplasia. Adenomas were found in 
59 cases, in 3 of which the adenomas were multiple (5.1 per cent). Con- 
sidering only cases of proved hyperparathroidism in which the diagnosis was 
made during life, generalized osteitis fibrosa cystica was present in less than 
40 per cent, while nephrocalcinosis or urinary lithiasis was found in more 
than 70 per cent of cases. Three patients had no symptoms definitely 
attributable to hyperparathyroidism. In these cases the diagnosis was estab- 
lished only because determinations of the content of calcium in the blood 
were carried out. It is thus evident that although renal or osseous compli- 
cations usually are present and serve to suggest the diagnosis, the disease 
may exist and be diagnosed in the complete absence of complications. Since 
the diagnosis can be made with such certainty, it follows that cervical 
exploration never should be advised in an effort to establish the diagnosis, 
and that the surgeon must accept the fact that an adenoma or primary 
hyperplasia exists in every case and be prepared to prolong the dissection 
until abnormal parathyroid tissue is found. 

The aberrant location of many parathyroid glands is dependent in part 
on the migration of their anlagen during the embryologic period and in part 
on displacement of the adult gland, particularly an enlarged gland, caudally 
both by gravity and negative intrathoracic pressure. The region in which a 
given gland may be found is predictable, and this fact constitutes the 
anatomic basis for the surgery of hyperparathyroidism. |The superior 
parathyroid gland develops in close association with the lateral anlage of 
the thyroid gland. On the basis of embryologic migration, this parathyroid 
gland should lie between the upper level of the larynx and the lower pole of 
the thyroid gland in the space bounded anteriorly by the deep layer of the 
middle cervical fascia and posteriorly by the prevertebral fascia. The gland 
lies in a plane dorsal to the recurrent laryngeal nerve and the inferior 
thyroid artery. 

The inferior parathyroid gland develops embryologically in close 
association with the thymus gland. The anlage originates from the pharyngeal 
wall rostral to that of the superior gland, and migrates caudally, along 
with the thymus, lateral to the developing superior parathyroid and thyroid 
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glands. It may descend into the anterior superior mediastinum with the 
developing thymus, but usually its descent stops near the inferior pole of the 
thyroid gland. The inferior gland lies more anteriorly than the superior, 
and usually is situated anterior to the recurrent laryngeal nerve and the 
inferior thyroid artery. Adult parathyroid glands, particularly when 
enlarged, may be displaced caudally by the same forces that cause low- 
lying adenomas of the thyroid gland to become intrathoracic. If the gland 
is situated well posteriorly, the displacement is toward or into the posterior 
superior mediastinum, and if it is situated more anteriorly, it may be dis- 
placed toward or into the anterior superior mediastinum. Parathyroid 
glands which develop in the cervical region and are subsequently displaced 
into the mediastinum remain attached to the arterial system of the thyroid 
gland, so that the displaced gland may be found by tracing the vascular 
pedicle downward. 

The adenomas in the present series varied in weight from less than 
100 mg. to 101 Gm. Tumors which weigh more than 1 Gm. are recognized 
easily. Those materially smaller may be not only difficult to recognize, but 
may be well hidden within sulei or the thyroid gland, or by other cervical 
or mediastinal structures; since small tumors tend to be caught within 
crevices, Whereas larger tumors tend to be displaced into regions occupied 
by loose areolar tissue. There is some tendency for smaller tumors to be 
associated with lower values for calcium and larger tumors to accompany 
higher values for caleium. The correlation is more marked in the case of 
smaller tumors than of larger tumors. The variation in size of adenomas 
associated with a given value of calcium in the blood is so great, however, 
that the presence of a second adenoma cannot be postulated, after the 
identification of one adenoma. The aim of operation is the methodical 
identification of each parathyroid gland. Because of the possibility of 
malignancy, adenomas invariably should be removed completely. In cases 
of diffuse primary hyperplasia, subtotal excision of the hyperplastic tissue 
should be carried out, with the preservation of between 30 and 200 mg. of 
hyperplastic tissue. Care should be taken to guard the blood supply of the 
remnant. Blind, blunt dissection of the anterior superior mediastinum 
through the cervical incision is to be condemned. The sequence of steps in 
cervical dissection is of littke consequence as long as some systematic plan 
is followed. Exploration of the anterior superior mediastinum should be 
delayed until the cervical incision has healed, and until it can be demon- 
strated that the patient has not been cured. The exploration should be 
carried out through a sternum-splitting approach of adequate size to afford 
exposure. 

In the present series of 57 patients who were cured surgically, 30 did 
not have postoperative tetany, whereas tetany of some degree developed in 
27. 38 references. 7 figures.—Author’s Abstract. 

(The author reviews 63 cases of proved hyperparathyroidism, in 4 of 
which the disease was due to primary hyperplasia. Adenomas were found in 
59 cases, in three of which the adenomas were multiple. His point is well 
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taken that cervical exploration should never be advised in an effort to estab- 
lish the diagnosis, since the diagnosis can be made with such certainty by 
calcium and phosphorus determinations. In the face of a positive diagnosis 
the surgeon must prolong his dissection until the adenoma or adenomas or 
primary hyperplasia is found. He also recommends exploration of the 
superior mediastinum only after it can be demonstrated that the patient has 
not been cured by the cervical operation. This latter exploration should be 
done through a sternum-splitting incision.—k. Ss. D.) 


Use of Propylthiouracil in the Treatment of Toxic Goiter. Arnold S. 
Jackson, Jackson Clinic, Madison, Wise. Arch. Surg. 56: 586-95, May 1948. 


As a result of study made during the past two years on 170 cases of 
hyperthyroidism treated with propylthiouracil the following conclusions 
have been reached: In patients with advanced multiple toxic adenoma with 
a serious cardiovascular condition treated for several months with the drug, 
the surgical risk becomes almost as small as that of patients with nontoxic 
disease; diabetes and other complications of toxic adenoma do not now offer 
a serious problem; thyroidectomy is required for a cure since there is little 
material change in the gland itself during therapy; propylthiouracil may 
prove to be capable of curing certain early cases of exophthalmic goiter 
undergoing treatment one or more years; ultimately the necessity for 
thyroidectomy in cases of exophthalmic goiter may be eliminated; radio- 
active iodine may in time be the answer to this problem; and propylthiouracil 
is beneficial in certain unusual cases of exophthalmic goiter in which there is 
an increased operative risk. 

The dosage and duration of the treatment with this drug has not yet 
been generally agreed upon, but most of the patients in this series were 
given 50 mg. of propylthiouracil before each meal. The duration of treat- 
ment is influenced by age, severity of the disease, duration of symptoms 
and cooperation of the patient. The patient should be ready for thyroidee- 
tomy when the toxic symptoms have largely subsided and the basal metabolic 
rate has approached normal. Since this drug greatly increases the vaseu- 
larity of the gland, the operation may be technically more difficult. This 
disadvantage may be avoided by giving iodine also, or by stopping the 
propylthiouracil ten days preoperatively, and substituting iodine. 

Although granuloeytopenia has occurred in only 1 of about 2,000 cases, 
caution in administering the drug is imperative and the white blood count 
must be determined every four weeks (count fell below 5,000 in a 7 year 
old child). In this series there were no instances of cutaneous reactions. 
vomiting, diarrhea or fever. 2 references. 5 figures. 1 chart. 

(Dr. Jackson praises the preoperative use of propylthiouracil in the 
treatment of toxic goiter as a means of decreasing the surgical risk. At 
present, he believes thyroidectomy is required for a cure because there is 
little material change in the gland during therapy. He notes that radioactive 
iodine may ultimately take the place of thyroidectomy for exophthalmic 
goiter.—R. S. D.) 
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References to Current Articles 


Thyroidectomy and the Parathyroids. George A. Johnstone and Florence 
Voth-Ostendorph, Glendale, Calif. Arch. Surg. 57: 833-42, Dec. 1948. 


16. Thoracic Surgery 


Surgical Problems of Retained Intrathoracic Foreign Bodies. George 
N. J. Sommer, Jr., Trenton, N. J. and Charles S. McColloch, Chico, Calif. 
Am. J. Surg. 77: 314-28, March 1949. 


The able work of surgeons placed close to the front lines permitted 
many men wounded in the thorax during World War II to reach general 
hospitals. In the European Theater of Operations of the United States Army 
patients requiring further thoracic operations were transferred to centers. 
The report is based upon 187 patients operated upon in a thoracic center 
for retained foreign bodies. Thirty-five of the missiles had lodged in the 
parietes. 


The general policy of surgeons in the field and evacuation hospitals 
rendering primary surgical therapy was to remove readily accessible foreign 
bodies when thoracic wounds were debrided and closed. Thoracotomy was 


directed primarily to control hemorrhage and to close open wounds. In 
the general hospital centers foreign bodies causing pain, hemoptysis, and 
expectoration were removed along with missles one cm. or more in two 
dimensions. Definite indications were afforded by proximity of foreign 
hodies to the heart, great vessels, or esophagus. Any missles present were 
removed at operations for clotted hemothorax and empyema. 

Cultures were planted from swabs rubbed in the sites of 76 foreign 
hodies not associated with pleural infections. Organisms grew in 42 
(55.2 per cent). Chlostridial organisms were found in 13 instances. 

In 158 cases, not including operations under local anesthesia for 
parietal foreign bodies, there were 2 deaths (1.2 per cent). One death was 
due to hemorrhage from a false aneurysm of the left subclavian artery. The 
second death was due to sepsis in a patient with a subphrenic abscess and 
laceration of the renal artery. Two empyemas followed thoracotomy. One 
patient developed a lung abscess at the site of a foreign body. Convulsions 
occurred after healing of the abscess. Two operations at a neurosurgical 
center failed to disclose the suspected brain abscess. 

The foreign bodies consisted of 164 shell fragments, 22 bullets, and 
1 straight pin. Seventy-eight were in the lung, forty-three in the pleural 
cavity, twenty in the mediastinum, eleven in the subphrenic region, and 
thirty-five in the parietes. The usual operative procedure of formal thora- 
cotomy with rib resection was carried out in 96 cases; a wide exposure of 
che intrathoracic contents was obtained. In 14 instances limited thoracoto- 
mies were performed. Foreign bodies were removed at the time of 
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decortication of the lung for clotted hemothorax and empyema in 31 
cases. Open drainage of an empyema was accompanied by removal of 
foreign bodies eleven times. 

In general, well recognized principles governed pre- and postoperative 
care. Proper anesthesia and blood replacement was essential during 
operation. A very important part of the program concerned rehabilitation 
of patients with voluntary respiratory exercises. 

Ten illustrative case reports are included. 12 references. 4 tables. 
23 figures.—Author’s abstract. 


Notes on the Anatomy and Physiology of the Thoracic Duct and on the 
Treatment of Injuries to it. Lars Holmberg, Karolinska Sjukhuset, Stock- 
holm, Sweden. Acta chir. Scandinav. 97: 215-33, Dec. 21, 1948. 


Three cases of operative injury to the thoracic duct and 1 case of 
subcutaneous traumatic rupture are reported. In 1] of the cases of operative 
injury, this occurred during removal of malignant glands on the left side of 
the neck, in another during scalenotomy plus division of the cervical 
sympathetic trunk, and in the third case during sympathectomy by Peet's 
method. In the case of traumatic rupture, there had been no direct injury, 
but a strain from heavy lifting; there was also a possibility of a coexisting 
tuberculous lymphangitis of the thoracic duct. In two of the operative cases, 
reoperation was necessary with the application of a tamponade in 1 case 
(as an attempt at ligature was unsuccessful owing to fragility of the duct), 
and ligature in 1 case. In the third operative case, the injury to the duct 
was discovered at the time of the primary operation and end-to-end suture 
was done. In the case of traumatic rupture, the injury healed spontaneously. 

In a review of the literature, the anatomy and physiology of the thoracic 
duct are briefly discussed, and the treatment of injuries to the duct are 
outlined. In case of injury to the cervical thoracic duct, ligature of the duct 
is the method of choice; if this cannot be done successfully, tamponade 
should be employed (as in 1 of the author’s cases), the tamponade being 
left in place for eight days. In cases of injury to the intrathoracic portion 
of the duct, expectant treatment is indicated, but ligation may be necessary. 
Ligation should always be done both centrally and peripherally to the 
injury. In cases of injury to the intrathoracic portion of the duct, external 
drainage by Brown’s method may be employed to prevent the formation of 
chylothorax, but this is only a palliative measure. In addition to surgical 
therapy adequate protein, fluid and salts (including calcium) must be 
supplied by mouth or intravenously; if there is protracted fistula of the duct, 
vitamins should also be given. The intake of fat should be reduced to a 
minimum. Atropine may be tried to diminish the flow of chyle. 99 
references. 2 figures. 
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Benign Stricture of the Esophagus. With Special Reference to 
Esophagitis, Hiatus Hernia, Esophageal Ulcer, and Duodenal Ulcer. 
Edward B. Benedict and Richard H. Sweet, Massachusetts General Hospital, 
Boston, Mass. Gastroenterology. 9: 618-28, Nov. 1948. 


Sixty cases of benign stricture of the esophagus have been carefully 
analyzed. It had been hoped that analysis of these cases would enable us 
to state with some degree of assurance that certain groups should be treated 
by bouginage and certain other groups should be treated by resection. It 
is evident, however, that there are no hard and fast indications for surgery, 
because fairly good results have been obtained by esophagoscopy and 
bouginage in many patients who had duodenal ulcer or esophageal ulcer or 
both, with benign stricture. Furthermore, since most benign strictures occur 
in the older age groups, and since there has been one death and one 
postoperative stricture in 17 surgical cases, it is obvious that this is a 
major procedure not to be performed lightly for a benign condition. 


Of the 60 cases of benign stricture of the esophagus reported, all 
were based on esophagitis. Many of these patients had hiatus hernia or 
duodenal ulcer or esophageal ulcer in various combinations. Six patients 
had all of these conditions together, namely benign stricture, esophagitis, 
hiatus hernia, esophageal ulcer, and duodenal ulcer. 


Regurgitation of acid gastric secretions probably plays an important 
role in the etiology of esophagitis and benign stricture. 

It is of very great importance to differentiate benign stricture of the 
esophagus from carcinoma by esophagoscopy and biopsy. In the face of 
persistent symptoms or doubtful x-ray examination, one negative biopsy 
is insufficient, and under those circumstances esophagoscopy and biopsy 
should be repeated. The biopsy must be obtained from deep within the 
lumen of the stricture. 

Bouginage combined with dietary treatment has given satisfactory 
results in over two-thirds of the cases. If adequate bouginage fails in a 
good risk patient, surgery is indicated. Because of the inflammatory nature 
of the disease and the length of the stricture, plastic repair is usually 
difficult. In most cases, therefore, the operation of choice is resection. 11 
references. 5 figures.—Author’s abstract. 


17. Chest Wall 


See Contents for Related Articles 


18. Pleura 


Exploratory Thoracotomy in the Management of Pleural Empyema 
Paul Sanger, Charlotte Memorial Hospital, Charlotte, N. C.J. Thoracic 
Surg. 17: 756-70, Dec. 1948. 
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The universal use of antibiotic and chemotherapeutic agents has made 
pleural empyema an infrequent occurrence. The previously unusual causes 
of empyema, such as bronchiectasis, lung abscess, ruptured subdiaphrag- 
matic abscess, and infected hemothorax, now account for the majority of 
cases. Exploratory thoracotomy is frequently necessary to uncover the 
underlying cause of present-day empyema. 

This extensive operation (exploratory thoracotomy) is relatively safe 
if the patient is properly prepared, if whole blood is used for replacement 
therapy, if antibiotics are used postoperatively, and if a competent anes- 
thetist trained to give endotracheal anesthesia is available. 

Eight cases illustrating some of the etiologic types of empyema are 
reported as justification for this vigorous attack on empyema. There have 
been no deaths in this series of cases, and all of the patients have been fully 
rehabilitated within a comparatively short time. 4 references. 8 figures. 
~—Author’s abstract. 


19. Lung 


Carcinoma Cells in Sputum and Bronchial Secretions. A Study of 
150 Consecutive Cases in Which Results Were Positive. Lewis B. Woolner 
and John R. McDonald, Mayo Clinic, Rochester, Minn. Surg., Gynec. & 
Obst. 88: 273-90, March 1949, 


The purpose of this study was the identification of cancer cells in 
sputum or bronchial secretions and evaluation of the smear technic as a 
routine procedure in the diagnosis of bronchogenic carcinoma. 

The technic employed was based on the original work of Dudgeon and 
Wrigley. Sputum was examined while fresh or it was collected in a few 
cubic centimeters of 95 per cent alcohol. Five smears were made from each 
specimen, The smears were fixed, while wet, in equal parts of absolute 
alcohol and ether for 30 minutes. The staining method adopted was Harris’ 
hematoxylin followed by dilute eosin as a counterstain, 

Smears of sputum or bronchial secretions from nonneoplastic diseases 
of the lung revealed squamous and ciliated columnar epithelial cells, macro- 
phages. and various inflammatory cells. Carcinoma cells in smears could 
be distinguished from normal cells by numerous atypical characteristics 
including large size, variation in size and shape of the cells and of the 
nucleus, the nuclear-cytoplasmic ratio, hyperchromatism of the nucleus, and 
the presence of large nucleoli. The appearance of carcinoma cells in 
sputum and bronchial secretions varies with the histologic type of tumor 
in the bronchus. Cancer cells originating in a bronchogenic carcinoma 
of small cell “oat-cell” type or in a keratinizing squamous cell type provide 
the most distinctive morphologic characteristics. A diagnosis of the histo- 
Jogic type of tumor present was usually possible in the case of these two cell 
types. In most other bronchogenic carcinomas, especially the more un- 
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differentiated tumors, a diagnosis of “carcinoma cells present” was made 
without reference to histologic type. Metastatic lesions of the lungs may 
he the source of carcinoma cells in sputum or bronchial secretions. 

Analysis of 150 cases in which the smears were diagnosed positive 
for carcinoma cells was carried out. In 146 of these cases the source of 
the atypical cells was believed to be a tumor in the bronchial tree. In 141 of 
the 146 cases a final diagnosis of primary or metastatic carcinoma of the lung 
was made. In 3 cases diagnoses made on the basis of smears were proved to 
be false positives. In 2 cases the final diagnosis, whether inflammatory or 
neoplastic, was not definitely established. 

Carcinoma cells in sputum or bronchial secretions provided -the only 
preoperative microscopic evidence of cancer in 25 (43 per cent) of a total of 
58 cases in this series in which surgical exploration was carried out. 

Of 24 cases of bronchogenic carcinoma in which the lesion could be 
removed, cancer cells in the smears provided the only microscopic evidence 
of cancer in 9 cases (37 per cent). 24 references. 9 figures.—Author’s 
abstract. 


A Technique for Pulmonary Segmental Delineation. Laurence H. 
Rubenstein, Michael Reese Hospital, Chicago, Ill.; Thomas J. E. O’ Neill 
and Robert P. Glover, Hahnemann Medical College and Hospital, Phila- 
delphia, Pa. J. Thoracic Surg. 18: 75-81, Feb. 1949. 


With the rapid progress in pulmonary surgery, the surgery of broncho- 
pulmonary segments has become increasingly more feasible and popular, 
in order to preserve as much functional lung tissue as possible by removing 
only the diseased segments. Occasionally the anatomic limits of the segments 
are not clearly recognized, especially in their peripheral portions. Because 
such difficulty has been encountered at the operating table, a technic has 
been devised in which the segment of the lung to be removed is distended 
and colored by a dye so as to be easily and clearly defined. 

The bronchus to the affected segment is identified—the distal bronchus 
is filled with a mixture of methylene blue and hydrogen peroxide. This 
solution distends the segment, as the hydrogen peroxide liberates oxygen 
and simultaneously stains the segment blue. This method affords clear cut 
anatomic delineation of the segment; the peripheral margins are then well 
outlined. Thus, only the diseased segment need be removed. This is of 
especially great importance in cases with bilateral pulmonary disease where 
preservation of maximum pulmonary tissue is paramount. 5 references. 
3. figures.—Author’s abstract. 


(Overholt and his associates rely upon the intersegmental vein as a 
guide to the plane between segments. The segmented bronchus is identified 
by palpation, and bronchus and artery divided. The vein is then sought 
for at the central end of the segment and followed peripherally.—™. M. R.) 
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References to Current Articles 


Carcinoma of the Lung with Intracranial Metastasis. Successful Removal 
of Metastatic and Primary Lesions. H. Thomas Ballantine, Jr., Boston, 

Mass., and Francis X. Byron, Ann Arbor, Mich. Arch. Surg. 57: 849-54, 
Dec. 1948. 

Comparison of Results in Two Hundred Consecutive Resections for Pul- 
monary Tuberculosis. One Hundred Without Streptomycin Therapy 
and One Hundred with Streptomycin Therapy. Charles P. Bailey. 
Robert P. Glover and Thomas J. E. O’Neill, Philadelphia, Pa. J. 
Thoracic Surg. 18: 36-44, Feb. 1949. 

The Role of Streptomycin in the Surgery of Pulmonary Tuberculosis. Paul 
T. Chapman, E. J. O’Brien, Paul V. O°Rourke and Bruce Douglas. 
Detroit, Mich. J. Thoracic Surg. 18: 15-24, Feb. 1949. 

Endobronchial Occlusion During Pulmonary Resection, Preliminary Report. 


James D. Moody, Durham, N. C.J. Thoracic Surg. 18: 82-89, Feb. 


1949, 
2 An Evaluation of Streptomycin as a Protective Agent in Pulmonary Resection 
tn for Tuberculosis. Julian A. Moore, Asheville: James D. Murphy and 
fs Parker D. Elrod, Oteen, N.C. J. Thoracic Surg. 18: 45-63, Feb. 1919. 


An Anatomic Approach to Segmental Resection. J. Gordon Scannell. 
Massachusetts General Hospital, Boston, Mass. J. Thoracic Surg. 
18: 64-74, Feb. 1949. 


20. Mediastinum 


ae Treatment of Mediastinitis from Perforation of the Esophagus. Arne 
Homk, Oslo University Clinic, Oslo, Norway. Acta chir. Scandinav. 
97: 189-200, Dec. 21, 1948. 


“A In 3 cases of mediastinitis due to perforation of the esophagus, all the 
J patients had retained foreign bodies (bone and other pieces of food). In 
addition, 2 of these patients had had symptoms of stricture since swallowing 
lve in childhood. The perforation of the esophagus occurred during an 
attempt to introduce a stomach tube in 1 case, in the other 2 cases it 
occurred during esophagoscopy. In the first patient there was a large, but 
circumscribed, mediastinal abscess; this was drained at first by cervical 
mediastinotomy; but as the infection extended downward, a_ posterior 
mediastinotomy was done for satisfactory drainage. In the second case in 
which the esophageal perforation was large and diffuse mediastinitis devel- 
oped; a posterior mediastinostomy was done wtihin 24 hours after the 
perforation had oceurred. In the third case, there was a circumscribed 
mediastinal abscess. but drainage through a cervical mediastinotomy was 
not satisfactory, as the abscess drained slowly. A fistula developed between 
the esophagus, the abscess cavity and the bronchial tree, but this subse- 
quently closed. In all these cases a sulfonamide and penicillin were used, 
and all the patients recovered. 
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As 2 of these patients with the most severe infections were over sixty 
years of age, the results obtained indicate the value of chemotherapy. The 
penicillin-sulfonamide treatment, however, did not entirely check the 
progress of the infection in the 2 cases in which the esophageal perforation 
was large, and posterior mediastinotomy was necessary. The prognosis in 
mediastinitis was formerly very unfavorable, but with the use of sulfona- 
mides and penicillin, results have much improved, as shown by cases 
reported by others as well as by the author’s cases. Surgical procedures are, 
however, also indicated. 14 references. 


21. Heart 


The Surgical Treatment of Mitral Stenosis. 1. Valvuloplasty. Dwight 
E. Harken and Laurence B. Ellis, Harvard Medical School; Paul F. Ware. 
Boston City Hospital; and Leona R. Norman, Brooks Hospital, Boston, Mass. 
New England J. Med. 239: 801-809, Nov. 25, 1948. 


The problem of surgery in mitral stenosis is not simply that of breaking 
down a barrier to the flow of blood through a stenotic orifice. Many factors 
that produce symptoms and determine the course of the disease must be 
taken into consideration in selecting patients for operation and in choosing 
the surgical procedure most likely to be beneficial. These factors include 
the degree of obstruction and of insufficiency in the valve, the cardiac output 
at rest and on exertion, basic cardiac rate and rhythm, the tendency to 
tachycardia or arrhythmia and the ease of its control, and the functional or 
organic changes in the pulmonary vascular circuit. On the basis of objective 
evaluation of these factors, different types of surgical procedures have been 
devised for patients of different clinical and pathological groups. 

Group A. Patients in whom there is a low cardiac output that does not 
go up with exercise due to the mechanical obstruction of the stenotic valve. 
In such patients the operation of “valvuloplasty”, i.e., enlarging the mitral 
orifice by cutting away the commisures, may be helpful. This allows some 
possible return of function with a minimum burden of added regurgitation. 


Group B. Patients who suffer from symptoms predominantly due to 
pulmonary hypertension despite adequate cardiac output. The mechanism 
in these cases may be due to predominance of mitral regurgitation over 
stenosis. For two patients of this sort interatrial septal defects have been 
created to decompress the left auricle and pulmonary venous hypertension. 


Group C. Patients so debilitated that they cannot be considered for 
direct cardiac manipulation and those who have frequent attacks of pul- 
monary edema associated with rapid heart action may be candidates for 
such a palliative procedure as cervico-dorsal sympathectomy. Here a lower 
mean pulse rate and or the elimination of various cardio-pulmonary reflexes 
influencing pulmonary edema may afford relief. 
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Four principles of the surgery of mitral stenosis have been evolved: 

1. The heart must not be dislocated from the position of optimum 
function. 

2. The valve is more readily approached from above through the 
auricle. 

3. Maximum restoration of valvular function with minimum burden 
of regurgitation is attained by surgical enlargement of the valve in the 
region of the commissures (“Selective insufficiency” and “valvuloplasty ). 

4. Acceleration of the heart rate must be prevented since it appears to 
increase pulmonary vascular pressure associated with pulmonary edema and 
“pulmonary decompensation.” 

Application of these tenets makes the procedure of valvuloplasty 
feasible in human beings. Six operations have been performed. Mitral 
valvuloplasty was performed in three patients of Group A, with one death. 
It seemed that tachycardia was an important factor in the disastrous outcome. 
Artificial interatrial defects were produced in two patients of Group B 
with survival in each case. Denervation of the heart by bilateral removal 
of the inferior cervical and dorsal first to fourth sympathetic ganglia in one 
patient of Group C was followed by improvement. The evaluation of any 
long-term benefits attributable to these procedures must rest on objective 
criteria gained from hemodynamic studies, including cardiac catheterization 
carried out before and after operation. 25 references. 8 figures.—Author’s 
abstract. 


(This seems to be a rational approach to the surgical treatment of 
mitral stenosis.—1. A. B.) 
References to Current Articles 


Coarctation of the Aorta. Herbert D. Adams, David I. Rutledge and Carlton 
R. Souders, Lahey Clinic, Boston, Mass. J. A. M. A. 139: 362-65, 
Feb. 5, 1949, 


22. Esophagus 


See Contents for Related Articles 


23. Breast 


Apocrine Tissue, Chronic Cystic Mastitis and Sweat Gland Carcinoma 
of the Breast. John F. Higginson and John R. McDonald, Mayo Clinic and 
Mayo Foundation, Rochester, Minn. Surg., Gynec. & Obst. 88: 1-10, Jan. 
1949, 


“Pale epithelium” has been considered to be many things, most 
importantly, apocrine skin gland tissue. It is frequently seen in routine 
sections of breasts, and its similarity to the epithelium of apocrine “sweat” 
glands elsewhere in the body has long been noted. 
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There are three types of skin glands in the human: (1) the holocrine 
(sebaceous), (2) the eccrine or epicrine (sweat) glands, and (3) the apocrine 
glands. The last consist of the mammary glands, Moll’s glands, the 
ceruminous glands, and the odoriferous or accessory sex glands which are 
found in the axilla, in the groin, and in the genital and perianal regions. 
Apocrine glands are not sweat glands in any manner, as we understand and 
use the term “sweat”. 


In human beings there can be found in the milk glands and in the 
areolae all gradual changes or transitions of the apocrine glands from the 
central large milk gland through the smaller accessory milk glands to the 
usual apocrine glands. The preponderance of opinion is that there is a 
natural relation among these various types of apocrine glands on develop- 
mental, embryologic, and morphologic grounds; and this natural relation- 
ship therefore offers a logical explanation and understanding of the presence 
in the breast of tissue resembling, or identical with, other apocrine gland 
tissue such as is found in the axilla. 

The use of the term “Schimmelbusch hyperplasia” to describe “pale 
epithelium” when seen in breast sections is incorrect. It is felt this “pale 
epithelium” should be properly designated apocrine scent gland tissue. 
Ninety-seven surgically-removed breasts were studied, “pale epithelium” 
being found in three-fourths of them. Comparison with sections of axillary 
apocrine scent glands revealed identical morphologic and staining charac- 
teristics. Of 54 breasts removed for carcinoma, 41 contained pale epith- 
elium, which in 33 instances showed cystic changes. Of 20 breasts removed 
for chronic cystic mastitis, all contained pale epithelium, which in all 
instances showed cystic changes. Other histologic appearances were noted 
and discussed. 


The use of the term “sweat” in relation to “pale epithelium” is wrong. 
Apocrine glands generally, the scent glands in particular, are not sweat 
glands. Their function has no bearing on control of body temperature and 
they do not excrete large amounts of water and metabolites such as urea; 
instead they elaborate a definite substance, or secretion, which itself has a 
role in the primitive animal economy. On the basis of its mode of secretion 
the breast is an apocrine gland. Although it is commonly improperly 
referred to as a modifiied sweat gland, or apocrine sweat gland, nobody 
considers that the breast “sweats” or that its secretion is sweat. 

The pale epithelium encountered in the breast might be referred to as 
‘scent gland tissue in the breast”, or “accessory sexual gland tissue in the 
breast”. Its occurrence in supernumerary or accessory breasts, and 
especially in socalled aberrant breasts, is to be expected. The latter struc- 
tures, found outside the embryologic milk-line, are almost certainly 
hypertrophied primitive apocrine glands, which, without the undefined 
embryologic and phylogenetic stimulus for specific organ formation, are 
only gross caricatures of a breast. It is felt the pale epithelium is normally 
present in every female breast after the age of puberty. That it seems to 
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be increased in quantity in breasts which are the sites of certain pathologic 
conditions, such as carcinoma and chronic cystic mastitis, seems to us further 
evidence of a horomonal relationship or dependency. Clinical and experi- 
mental findings by other workers also tend to suggest that estrogenic hormone 
has control over the occurrence, and the amount, of pale epithelium in the 
breast. 

In chronic cystic mastitis there is no doubt that the cystic changes 
occurring in the pale epithelium contribute to the grossly cystic character of 
the pathologic picture. In view of the frequent association of chronic cystic 
mastitis with carcinoma of the breast, it is even possible to explain on this 
basis the reported findings (our own also) of a relatively high incidence of 
pale epithelium in carcinomatous breasts. The question that a malignant 
lesion, the socalled sweat gland carcinoma of the breast, may arise from 
the pale epithelium is still debated. It would be of significance to determine 
the tissue of origin of a given carcinoma of the breast only if it were known, 
or could be shown, that carcinomas arising from pale epithelium were usually 
low grade, slow growing, and slow to spread, or were usually high grade, 
fast growing, and fast spreading. This would then be of prognostic signi- 
ficance and value. However, as remarked by others, various gradations 
have been noted, as occurs among carcinomas arising from the usual or 
“normal” mammary tissue. This has been our experience also. 

Of the 54 carcinomatous breasts which we examined, there were 8 
malignant lesions (15 per cent) which might be termed so-called sweat gland 
carcinoma, or more properly “scent” gland carcinoma of the breast. How- 
ever, the argument as to the distinction or separation of such carcinomas 
of the breast seems unnecessary and superfluous in view of the close, intimate 
relationship, other than physical, of the tissues. On the other hand, the 
morphologic and staining distinctions of the pale epithelium in the breast 
would indicate a metabolic and functional distinction and difference, which 
in turn might result in, and indicate, quite different proliferative potentiali- 
ties. 53 references. 4 tables. 9 figures.—Author’s abstract. 


Studies of Microscopic Metastases in the Supraclavicular Lymph 
Glands in Cancer of the Breast (Récherches sur les metastases microscopiques 
des ganglions lymphatiques susclaviculaires dans le cancer du sein). M. 
Andoreassen and E. Dahl-lversen, Rigshospitalet, Copenhagen, Denmark. 


J. internat. chir, 9: 27-40, Jan.-Feb. 1949, 


Radical operation for cancer of the breast was done in 98 cases with 
removal of the supraclavicular glands through an incision parallel to the 
clavicle. In 47 of these 98 cases the breast tumor was small without fixa- 
tion and without involvement of the axillary glands; in 40 cases there was 
some metastasis to the axillary glands; and in 11 cases the tumor was large, 
adherent to the skin, with more extensive metastases in the axillary glands. 
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Microscopic examination of the supraclavicular glands showed me- 
tastases in these glands in 17 cases, or 17 per cent, although enlargement 
of these glands had not been demonstrated clinically in any of these cases. 
The average age of these 17 patients was 50 years, while the average age 
of the other patients without supraclavicular metastasis was 46 years. 
Metastasis to the supraclavicular glands was not demonstrable in any case 
in which there was no axillary gland involvement; in the cases with axillary 
gland involvement, 33 per cent showed microscopic involvement of the 
supraclavicular glands. In all these 17 cases with supraclavicular gland 
involvement, the axillary glands were palpably enlarged. 

In two previous studies of recurrence of cancer of the breast, the 
percentage of cases in which the recurrence developed first in the supra- 
clavicular glands was the same as that in which microscopic involvement 
of the supraclavicular glands was demonstrated in this series. 

The general opinion is that when metastasis to the supraclavicular 
glands is clinically demonstrated, the case is inoperable. But the finding of 
microscopic involvement of these glands, not clinically demonstrable, in 
this study raises the question as to whether removal of these glands is 
indicated in certain cases of cancer of the breast. It is not indicated in 
cases in which no involvement of the axillary glands is found. Further 
study is necessary to determine definitely whether removal of the supra- 
clavicular glands is indicated in all cases in which the axillary glands are 
found to be involved at operation; the removal of the supraclavicular glands 
did not increase the operative risk with the technic employed in this series. 
7 references. 1 table. 


Radical Mastectomy: The Technique and the Complications. Victor 
Riddell, London. Brit. J. Surg. 36: 113-29, October 1948. 


Radical mastectomy has given the best results in the treatment of early 
cases of carcinoma of the breast. The mortality of the operation has been 
reduced to a low level by improvements in technics and anesthesia, and by 
the use of penicillin and the sulfonamides to combat infection, until it is 
less than | per cent. In the author’s series of 170 radical mastectomies, 
there were no operative deaths. 

In addition to the assessment of the patient’s general fitness to with- 
stand a major operation, including abdominal and pelvic examination for 
palpable secondary deposits, two special investigations are necessary before 
radical mastectomy is done. Radiograms of the chest, spine and_ pelvis 
should be done to exclude the presence of chest and bone metastases; if 
such metastases are present, operation is not indicated. The hemoglobin 
level should be determined routinely before operation. If the preoperative 
hemoglobin is below 70 per cent, blood transfusion is given preoperatively, 
the amount of blood given being caleuated to raise the hemoglobin to 80 
per cent. If the preoperative hemoglobin is above 70 per cent but less than 
80 per cent, blood is given during operation, especially in older women 


248 QUARTERLY REVIEW OF SURGERY 


(over sixty) and those who are frail. Poor risk patients are given plasma 
intravenously (into the saphenous veins) during operation; blood is 
substituted only if the hemoglobin is below 80 per cent. 

In the operation of radical mastectomy, the pectoral muscles must 
be removed to give adequate exposure of the axilla; the removal of the 
clavicular head of the pectoralis major, however, is not necessary. The 
area of skin available for the skin flaps should be determined before 
operation, If it is found that primary removal of the breast would leave 
a defect so large that the skin edges could not be approximated without 
tension (a small percentage of cases in the author's experience), preopera- 
tive x-ray therapy is indicated. Removal of a margin of skin well clear 
of the margin of the growth is essential; and of even greater importance 
is radical block dissection of the axilla. 

In most cases, the usual elliptical skin incision is used with the growth 
in the center; if the breast is very large and heavy, the elliptical oblique 
incision, as for a simple mastectomy is employed, with a relieving incision 
toward the clavicle. The lateral flap is elevated first, controlling the 
bleeding by swab pressure: the assistant using two swabs, one in each hand 
for this purpose. The medial flap is then raised at its clavicular end only: 
except in stout patients or if the breast is very large, the medial flap is 
raised throughout its extent, as in the “classical” technic of the operation. 
The tendons of the pectoralis major and pectoralis minor are divided. Before 
radical dissection of the axilla, the author prefers to define the tendon of 
the latissimus dorsi up to its insertion by dissection of any tissue covering 
it: and to mobilize the axillary vessels, clearing the main vein of all nodes 
and possibly infected tissue. After the axilla is cleared, a ring of deep 
fascia and the underlying pectoral muscles are separated from the chest 
wall. The elevation of the medial flap over the inner part of the breast is 
now done; the separation of the mass to be removed from the sternum is 
then completed. This mass, consisting of the mamma, the underlying pectoral 
muscles, all glands and infected and potentially infected tissue, is removed 
in toto. Absolute hemostasis over the entire operation area is secured. The 
skin flaps are closed without tension; if necessary, it is better to leave a 
small gap, usually in the center of the wound, than to use tension to approxi- 
mate the edges of the flaps. Epigastric or flank drainage was used in most 
of the author’s cases, as it was found that the sinus left after axillary drainage 
in the first cases in the series, was often painful and slow to heal. 

When the patient regains conscicusness after operation she is placed 
in a semi-recumbent position with the arm in a sling and supported on a 
pillow. For the first two nights the arm remains by the patient’s side; after 
that the sling is removed, and the arm is abducted and kept at rest on a 
pillow until the tenth day, when gentle massage and movement are begun. 
This has been found to give better results than too early movement of the 
arm. 12 references. 28 figures. 

(Cannot agree with all he says.—». V. T.) 
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24. Diaphragm 


References to Current Articles 


Subphrenic Abscess. Patrick C. Shea, Jr., Atlanta, Ga. and William D. 
Holden, Cleveland, O. Arch. Surg. 57: 843-48, Dec. 1948. 


25. Abdominal Surgery 


The Treatment of Ruptured Liver with Absorbable Hemostatics. Report 
of Three Cases. George W. Papen and Stanley Mikal, Boston City Hospital, 
Boston, Mass. New England J. Med. 239: 920-23, Dec. 9, 1948. 


The history of the control of liver hemorrhage was reviewed and three 
cases of traumatic rupture of the liver successfully treated with oxycel and 
gelfoam reported. 

The treatment recommended for large or jagged lacerations of the 
liver consists of packing of the laceration with absorbable hemostatic sponges 
(gelfoam, oxycel, fibrin foam or fibrinogen foam). The hemostatic sponges 
may be held in place by simple pressure, suture to the liver capsule, or 
suture of the liver to the diaphragm and anterior abdominal wall, to prevent 
a suction effect of the diaphragm on the liver. These methods effectively 
control the immediate hemorrhage. In no instance did delayed or secondary 
hepatic hemorrhage ensue. 

Abdominal wall closure without dramage 1s advocated over that ot 
drainage because it lessens the postoperative incidence of biliary fistula, 
subhepatic or subdiaphragmatic abscess. Though an abdominal incision 
was employed in these cases, a thoracic or thoracoabdominal incision may be 
employed if greater exposure of the dome of the liver is desired. 42 
references.—Author’s abstract. 


Argentaflinoma of the Gastro-Intestinal Tract. Douglas R. K. Reid. 
Brit. J. Surg. 36: 130-39, Oct. 1948. 


A study of the pathological records of Dunedin and Auckland Hospitals 
has shown 25 cases of argentaflinoma; in 17 cases the tumor was in the 
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appendix, in 6 cases in the ileum, in 1 case each in the stomach and the 
colon. The 8 cases in which the tumor was not in the appendix were 
observed in the last ten years, 1937 to 1947; 3 of them were under the 
author’s personal observation. In the 17 cases in which the tumor was in 
the appendix, the specimen was obtained at operation in 15 cases, and at 
autopsy in 2 cases. In 8 cases the appendix was actutely inflamed, and in 
3 cases operation was done for appendicular colic; in 2 cases the appendix 
was removed incidentally in the course of another operation; in 2 cases the 
clinical history is not known. Pathological examination showed the tumor 
to be confined to the submucosa in 3 cases; in 5 cases it had invaded the 
muscle coats; in 8 cases tumor cells were found in the subserosa; and in | 
case of the meso-appendix was infiltrated. There were no remote metastases. 
In this group of 17 cases of appendicular argentaflinoma, 11 patients were 
female and 6 male. 

In the 6 cases of argentafinoma of the ileum, 5 patients were female 
and one male; this preponderance of females has not generally been found 
in extra-appendicular carcinoids. Two of the patients were under forty 
years of age when admitted to the hospital: in both these cases the tumoi 
was benign. The other 4 patients were over fifty years of age, and in all 
these cases there were secondary deposits. In 1 of 6 cases of argentaflinoma 
of the ileum, the tumor had caused no symptoms and was discovered inciden- 
tally. In 1 case, operation was done for acute intestinal obstruction without 
any previous history of obstructive symptoms. In 4 cases, the symptoms 
were those of subacute intermittent obstruction of the small intestine; 3 
patients had a significant loss of weight and 4 had a palpable abdomina! 
mass. In 4 cases, there was secondary spread to the lymph nodes, with 
infiltration of the mesentery, hepatic deposits, and diffuse peritoneal ear- 
cinomatosis in 1 case each. In the two cases in which no metastases were 
found, the patients are living and well 2 years and 16 months respectively 
after operation. Of the four cases with metastatic spread, one patient 
died postoperatively, one died 9 years after onset of symptoms; one patient 
is living and well 8 years after operation although an enlarged gland was 
left in situ when the tumor involving the bowel and mesentery was removed: 
one has not been traced. In the case in which the argentaflinoma was in 
the colon, there was a history of partial intestinal obstruction of 8 months’ 
duration. At operation no evidence of metastatic spread to the lymph nodes. 
liver, or peritoneum was found; pathological examination showed that the 
tumor had invaded the muscular wall and pericolic fat. The patient is 
living and well a year after operation. In the case of argentaflinoma of the 
stomach, there were no symptoms, and the tumor was found at autopsy of 
a patient whose death was due to aneurysm of the aorta; the tumor was 
limited to the submucosa. 58 references. 1 table. 12 figures. 


26. Abdominal Wall 


The Costal Arch Resection — A Substitute for the Transthoracic 
Approach to Upper Abdominal Pathology. Louis B. Gambee and Anthony 
Ingala, Portland, Ore. Western J. Surg. 56: 605-10, Dec. 1948. 
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The costal arch is the chief obstacle in obtaining access to the sub- 
diaphragmatic organs. Its resection, rather than using the combined 
abdominothoracic approach has been so successful, that details are presented. 
Previous methods and the anatomy of the upper abdomen are reviewed. 

The first incision is exploratory; curves convexly upward at the level 
of the tip of the eighth costal cartilage; and transects the right rectus muscle, 
the ligamentum teres and part or all of the left rectus muscle. If the 
pathology found indicates resection of viscera, the incision is continued 
across the costal arch and ends over the tip of the ninth costal cartilage. 
This avoids the seventh and eighth intercostal nerves and preserves the 
muscle functions of the abdominal wall. The incision may be extended 
through the superior fibers of the external oblique muscle to the cartilages, 
if maximum exposure is desired. The costal arch projects between an 
anterior soft tissue layer and a thin fibromuscular posterior layer. These 
layers may be easily separated from the sixth to the ninth costal cartilages 
by sharp and blunt dissection, the intercostal nerves being easily identified 
and preserved. Sufficient of the seventh, eighth and ninth costal cartilages 
can usually be removed without separating the diaphragm at its origin 
from the costal cartilages. If more is necessary, however, the diaphragm 
should first be carefully separated from the costal cartilages with periosteal 
elevators, to avoid tearing through the adjacent pleura. The pleura 1s 
closely adherent to the diaphragm but not to the ribs and, while it may be 
accidentally penetrated, can usually be carefully and safely separated from 
the rib cage should more extensive excision of the costal cartilage be needed. 

The raw ends of the resected costal cartilages are covered by suturing 
the transversalis fascia and peritoneum to the overlying fascial structures. 
This line is also used as an anchorage during the peritoneal suturing. The 
incision may be closed without tension by placing the patient in a moderate 
jack-knife position. The peritoneum is closed as usual and_ the recti 
approximated by several interrupted No. 1 chromic catgut sutures placed 
1 cm. from each edge of the anterior rectus sheath, thus obliterating dead 
space. The anterior rectus sheath is sutured with No. 20 cotton and the 
remainder of the incision, as usual. Early ambulation is practiced and no 
postoperative complications have ensued. 

This incision is physiological, as it parallels the lines of abdominal 
stress and preserves motor innervation. Ample exposure of viscera lving 
high in the abdomen is provided without entering the pleural cavity. Less 
time is required for this operation but maximum advantage cannot be gained 
by its use unless the surgeon stands on the left side of the table, as this 
facilitates accurate and detailed dissection. 9 references. 6 figures. 

(One who has had no personal experience with the method would 
wonder if the slightly improved exposure of the left upper abdomen is 
compensation for what appears to be a rather mutilating procedure on the 
left chest wall. The authors provide no postoperative photographs of 
patients. It is not stated how many patients have had this procedure. The 
plan rather suggests the bold strokes of the pathologist who obtains excellent 
exposure at the autopsy table.—ep.) 
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27. Hernia 


Tantalum Gauze in the Repair of Large Postoperative Ventral Hernias. 
Conrad R. Lam, D. Emerick Szilagyi and Magda Puppendahl, Henry Ford 
Hospital, Detroit, Mich. Arch. Surg. 57: 234-44, Aug. 1948. 


In order to be effective, the repair of a large incisional hernia must 
provide means for the bridging of the tissue defect which is the fundamental 
pathological characteristic of hernias of this kind, by the use of implants 
of either autogenous or exogenous grafts. Since antogenous grafts have 
definite limitations as to their tensile strength and are not fit for large defects 
(say over 10 cm. in diameter), there is a genuine need for some extraneous 
substance to be used for this purpose. 

The suitability of tantalum (a biologically highly insert metallic 
element) in the form of a gauze-like weave (50x50 mesh of 0.003 in. wire) 
was tested by the authors in dogs. The experiments showed that the living 
tissue tolerated the metallic implant well and that the screen provided a 
firm scaffold for the growth of connective tissue in the process of healing of 
artificial defects in the abdominal wall of the animals. From Jan. 1, 1945 
to Jan. 31, 1948 the same material was used in the repair of 24 large 
postoperative hernias. The operative measurements of the tissue hiatus in 
these cases averager 167 em*., varying fronts 48 em’. (8 x 6 cm.) to 480 
em*. (24 x 20 em.). Six patients had their hernias repaired once before, 
two patients had three earlier repairs and one had four. In the operative 
management, great care was expended on the preoperative preparation. — [a 
particular, the passing of a Miller-Abbott tube was very useful in all cases 
and essential in those in which the hernial sacs contained much small bowel. 

The operative technic used was simple. A transverse skin incision 
was made across the summit of the palpable hernial sac and centered fairly 
closely on the tissue defect. The skin margins were undercut until a normal 
fascial plane was defined around the entire circumference of the defect and 
the scarred fascia. The sac was opened, and its contents replaced. The 
layers of the abdominal wall forming the sac and the margins of the tissue 
defect were defined. The excess of the hernial sac was trimmed off. The 
musculo-fascial layer, now clearly separated from the peritoneal layer, 
was further dissected and all the searred and thinned-out tissue excised. 
After closure of the peritoneal layer, the tantalum ganze was placed in its 
bed between the peritoneal and musculo-fascial layers and sutured in place. 
A fascia lata graft (taken at the start of the operation) was laid over the 
bare area of the tantalum gauze to complete the reconstruction of the 
abdominal wall. Suture material was tantalum wire of appropriate size. 
The extensive subcutaneous area of dissection was drained with a soft rubber 
drain. Those cases that presented a fat apron in company with the incisional 
hernia (and this was a common occurrence, six of the cases in this series 
having had this combination), received special technical consideration. 
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Excision of a fat apron increased the danger of wound infection and often 
impeded healing. Among the postoperative measures, the importance ct 
early ambulation was stressed. 

The cases were followed for from 1 to 37 months, or for an average 
of 13 months. The only significant complication was the accumulation of 
a clear serous fluid in the area of subcutaneous dissection in 11 cases. Under 
repeated aspirations the wounds became dry in from 10 days to 13 weeks, 
or on the average in 33 days. The fluid collection did not interfere with 
wound healing. On the average, the patients were discharged on the 15th 
postoperative day. There was no operative death. During the stated 
period of observation no patient developed symptoms that could have been 
referred to the presence of the tantalum gauze. There was one recurrence, 
and this happened in the third case of the series. 

In progress roentgenograms, some fragmentation of the gauze was 
often noted, without any evidence, however, that the breaking of the screen 
in any way weakened the repair. The reconstructed abdominal walls remained 
firm, non-tender and of normal outline. These results were regarded as 


satisfactory enough to warrant further application of the method. 4 
references.—D. E. Szilagyi. 


28. Peritoneum 


_ The Use of Peritoneal Drainage in Abdominal Operations. Everett 
M. Baker, University of Pittsburgh, Pittsburgh, Pa. West J. Surg. 57: 71-83, 
Feb. 1949. 


Ever since the advent of abdominal surgery, the natural tendency of 
the surgeon has been to drain the abdominal cavity. A survey of certain 
groups of cases was undertaken in an attempt to learn more concerning the 
advantages and the dangers of intraperitoneal drainage. It is generally 
agreed that there are certain indications for abdominal or peritoneal drain- 
age. All localized purulent areas in the peritoneal cavity such as appendi- 
ceal, subphrenic and pelvie abscesses are certainly best treated by extra- 
peritoneal drainage. 

This work consisted of 2 series of cases: One series comprised 1,754 
charts pulled at random from the files of the Elizabeth Steel Magee Hospital 
for the years 1923 to 1933. The second series comprised 1,012 laparotomies 
done in recent years, since the use of sulfa preparations has become more or 
less popularized, and it was felt that a review of these recent cases might 
prove interesting in contrast to those of the 1920’s and earlier 1930’s. In 
both series, note was made of the same complications and sequellae. 

Comparison of the series showed that the use of sulfa preparations 
has made very little change in complications, morbidity, and mortality. 
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The report provides an analysis of the relationship of morbidity and 
mortality to procedures. 


Conclusions 


Except for the control of bleeding. there seems to be little value in the 
incorporation of gauze in abdominal drains. 


2. Adhesions by fibrin completely isolate a drained point from the remain- 
ing cavity in a limited number of hours, and the source of the infection 
is the only problem with which the surgeon can deal in any way. 


3. The practice of draining low points of the abdomen for injured areas 
higher up is unsound, 

4. There is no means of measuring an individual’s susceptibility to the 
action or virulence of bacterial organisms. 

5. There are 3 definite indications for the use of drains in the abdominal 
cavity: (1) control bleeding by the hemostatic effect of a foreign body; 
(2) provide an outlet for a localized infection of the peritoneal surface 
and thus prevent abscesses; (3) produce a sinus tract through which 
substances may escape from a walled-off area within the abdomen 
without soiling the general peritoneal surfaces. 

6. Review of the mortality and morbidity in a series of cases taken at 
random and in a series of selected cases closely parallel each other. 
One can formulate no fixed rule to govern the use of peritoneal drain- 
age. The problem of drainage is an individual one. 


The question of surgical drainage of the peritoneum must remain to a 
certain extent an open one and dependent on the living pathology and 
other conditions present in the individual case. Situations of doubt 
must necessarily arise and when these obtain, in the author's opinion 
it is safest for the surgeon to follow the old dictum of Lawson Tait — 
“When in doubt drain.” 


8. The question of abdominal drainage is one which involves an accurate 
knowledge of the normal and pathological physiology of the peritoneum. 
The peritoneum is an organ whose physiology is peculiar unto itself. 
9. The surgeon can obtain his best results only as long as he applies te 
his operative maneuvers those methods of treatment which are in accord 
with and helpful to the natural physiological course of peritoneal 
response to disease. 25 references. 16 tables.—Author’s abstract. 
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29. Stomach and Duodenum 


Vagotomy for Chronic, Nonspecific, Ulcerative Colitis. Philip Thorek, 
University of Illinois, School of Medicine, and Cook County Hospital and 
American Hospital, Chicago, Ill. J. Internat. Coll. Surgeons. 11: 578-81. 
Nov.-Dec. 1948. 


A report is presented of results obtained with bilateral subdiaphrag- 
matic vagotomy in 8 cases of chronic, nonspecific, ulcerative colitis. Trans- 
abdominal vagotomy is preferred to the transthoracic approach, because of 
the desirability of seeing the lesion in order to eliminate possible malignancy, 
and because the patients seem to stand the former operation better. 

A long left rectus incision is made from the left side of the costoxiphoid 
angle to | or 2 inches below the umbilicus. The peritoneal cavity is entered 
and the left triangular ligament of the liver made taut and incised. The 
left lobe of the liver is retracted to the right, the peritoneum incised over 
the lower end of the esophagus, a finger or scissors placed in the posterior 
mediastinum, and the esophagus so mobilized that 3 or 4 inches of its distal 
portion may be delivered into the abdomen. The nerves are identified, 
ligated and cut, it sometimes being possible to operate upon both nerves 
from the left side. The right or posterior nerve is more easily felt and 
identified as it is a slight distance from the esophagus, whereas the left 
nerve tends to hug it. The left lobe of the liver is then dropped back into 
position. It is unnecessary to suture the incised left triangular ligament. 

Constant Wangensteen suction is instituted for three to five days post- 
operatively to prevent possible atony from temporarily increased pyloric 
tonus or acute gastric dilatation from swallowed air and saliva. Some 
promise has been shown by certain drugs, especially of the choline group, 
in the treatment of gastric atony, but further trial is needed. 

These patients were all improved in varying degree by vagotomy, but 
results indicate that no definite conclusions can yet be drawn concerning 
efficacy of the operation. It has shown promise, however, and further 
investigation is warranted. 9 references. 1 figure. 


Gastric Uleer. A Study of the Massachusetts General Hospital Cases 
During the Ten-Year Period 1938-1947. Claude E. Welch and Arthur W. 
Allen, Harvard Medical School and Massachusetts General Hospital, Boston, 
Mass. New England J. Med. 240: 277-83, Feb. 24, 1949. 


A study of all the patients admitted to the Massachusetts General 
Hospital during the ten-year period 1938-1947, with a diagnosis of gastric 
ulcer, has been made with particular reference to the ulcer-cancer relation- 
ship, the treatment of the most common complication of gastric ulcer 
(hemorrhage), and the development of a satisfactory operative technic, 
especially for ulcers about the cardia. 

Gastric ulcer was diagnosed in 512 patients. The average age at 
admission to the hospital was 55 years, about an eighth of the patients 
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appearing before 40 years of age and an eighth after 70. Since the duration 
of symptoms before admission averaged approximately 5 years. the average 
age at onset of the disease was 50. Gastric ulcer, therefore, is essentially 
a disease of the older age group. _ It is almost exactly three times as common 
in males — 74 per cent, as it is in females — 26 per cent. 

Of this group, 6.6 per cent were finally found to have cancer rather 
than benign ulcer. However, of those who had resections and therefore 
final and absolute diagnoses, 10.8 per cent were proved to have cancer. The 
absolute diagnostic error, we believe, lies very near to 10 per cent. The 
differential diagnosis of ulcer and cancer is discussed. A short gastric 
history in a patient 50 years of age or over is highly suggestive of cancer. 
The radiologic diagnostic error of gastric lesions throughout the stomach 
is highest in the region of the cardia, less in the prepyloric area and least 
along the midlesser curvature. The size of the ulceration is not of much 
importance in the differential diagnosis. The presence of free hydrochloric 
acid is of no significance, although its absence after the use of histamine 
is strongly suggestive of cancer. A positive Papanicolaou smear of the 
gastric sediment is of importance if the interpretation is made by a competent 
technician. The presence of an active accompanying duodenal ulcer is 
strong evidence the gastric uleer is benign. The presence of multiple 
gastric ulcers also suggests the lesion is benign. With malignant lesions, 
massive hemorrhage is slightly less common than with benign ulcer, while 
pyloric obstruction is much more common. The rate of healing is still 
regarded as the most reliable differential feature between benign ulcer and 
cancer. Rarely, cancer will show healing under therapy. The average 
uleer had healed completely in two months, although at times as long as 
four months is required for a lesion to disappear entirely. 

The death rate from severe hemorrhage was 9 per cent in this group. 
With a positive diagnosis of gastric ulcer, it is recommended that patients 
who have been bleeding less than 48 hours have immediate operation. — If 
the bleeding has been for a longer time but stops soon after hospital 
admission, a period of observation is advised with operation at a later date; 
but immediate operation is indicated if a recurrent hemorrhage occurs at 
any time. 

Surgery was carried out in 295 patients. Gastric resection is the only 
type of operation that is advised. In the high ulcers, at the level of the 
cardia, a transthoracic approach should be employed. The over-all surgical 
mortality was 3 per cent, that of partial distal gastrectomy being 2.2 per 
cent, that of partial proximal gastrectomy by the transthoracic approach 
21 per cent. Postoperatively, 75 per cent of the patients are asymptomatic, 
] per cent had trivial gastric symptoms easily controlled by diet, while 
10 per cent had symptoms of a small stomach or loss of weight. 

Several trends in the management of gastric ulcer have become apparent 
in the past few years. It has been shown that the term “peptic ulcer” 
should be eliminated, and that gastric ulcer is a distinct entity not to be 
confused with duodenal ulcer. It has also been demonstrated that gastric 
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ulcer still cannot be differentiated from cancer in nearly 10 per cent of 
the cases. Although improved diagnostic methods have tended to reduce 
this error, the mortality of operation has simultaneously declined to 
minimum levels. 

To the surgeon interested in cancer control, these tendencies make 
gastric resection advisable for all gastric ulceration. The physician, on 
the other hand, is tempted to treat these ulcers medically, stressing the 
operative mortality, low though it may be, the discomforts of operation 
and the postgastrectomy symptoms that may appear. 

If medical therapy is elected, such cases must be carefully selected, 
studied by the best radiologist and gastroscopist available, and followed 
vigilantly, with early recourse to surgery if healing is not prompt. The 
physician must realize that new operative technics provide satisfactory 
excisional surgery for ulcers of the cardia and that radical surgery for the 
most common complication of gastric uleer — hemorrhage —- is both safe 
and desirable. 

From the principles outlined above, it appears that surgical therapy is 
indicated in approximately 75 per cent of the patients with gastric ulcers 
and that excellent results are to be expected after gastric resections. 20 
references. 3 tables.—Author’s abstract. 


Surgical Treatment of Gastric Uleer near the Cardia (Zur chirurgischen 
Behandlung des cardianahen Ulcus ventriculi). H. Finsterer, Vienna General 
Hospital, Vienna, Austria. J. internat. chir. 9: 1-26, Jan.-Feb. 1949, 


In a series of 8,230 gastric resections for ulcer up to Jan. 1, 1948, 
there were 3,006 resections for gastric ulcer, of which 614, or 20.4 per cent 
were near the cardia. The symptoms of gastric ulcer near the cardia are 
not characteristic, and preoperative diagnosis is impossible in some cases 
In such cases, diagnosis can be made only by gastrotomy and palpation of 
the lesion. When the ulcer was found to be on the posterior wall of the 
stomach reaching to the cardia, resection of the distal half of the stomach 
and pylorus was done by the Kelling-Madlener technic, leaving the ulcer 
in situ. With this operation, anastomosis was done by the Hofmeister- 
Finsterer method or by the Billroth I method (if the duodenum was large). 
In other cases a subtotal gastric resection was done with anastomosis by 
the Hofmeister-Finsterer method or by the Billroth I method. The latter 
type of anastomosis was used in patients under sixty years of age with the 
uleer not penetrating beyond the lesser omentum. 

The mortality in the entire series of 614 cases was 7.8 per cent (48 
deaths). The mortality was highest in the subtotal resections with Hof- 
meister-Finsterer anastomosis, 426 cases with 44 deaths (10.3 per cent); 
but conditions in this group were unfavorable, with penetration of the ulcer 
into the pancreas. In the more favorable group of 109 cases, in which 
subtotal resection with Billroth ] anastomosis was done, there were no deaths. 
In 32 cases in which the Kelling-Madlener operation was done with the 
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Hofmeister-Finsterer anastomosis, there was 1 death, a mortality of 3.1 
per cent; in the 47 cases in which this operation was done with the Billroth 
I anastomosis, there were 3 deaths, a mortality of 6.4 per cent. 

The end results in these cases were good; even with the Kelling- 
Madlener operation without removal of the ulcer, 90 per cent of the patients 
surviving operation have been completely relieved of pain. 16 references. 
1 table. 

(From the physiologic standpoint, it is of interest that resection of the 
distal half of the stemach will result in a high percentage of cures of a 
benign ulcer left in situ in the proximal half. Because of the chance of 
malignancy in such an ulcer, which cannot always be ruled out except by 
microscopic examination, it would seem advisable and preferable to include 
the ulcer in the resection even though a subtotal or total gastrectomy be 
required. The large series of subtotal gastrectomies by the Billroth I 
method with no mortality is commendable.—J. M. W.) 


Nonoperative Treatment of Perforated Duodenal Ulcer. Sam F. 
Seeley (Col., M.C., U.S.A.), Edmund Hogan, Joseph R. Henry (Major, 
M.C., U.S.A.) and Harold F. Bertram (Major, M.C., U.S.A.). Texas Bull. 
U.S. Army M. Dept. 9: 124-30, Feb. 1949. 


Treatment of a series of 34 cases of perforated duodenal ulcer without 
operation is described. Two roentgenograms were taken immediately after 


admission of a suspected case of perforated ulcer; one centered on the 
diaphragm with the patient upright, and a second centered over the umbilicus 
with the patient lying on his left side. A careful history was taken and 
complete physical examination and laboratory tests made to establish a 
base line. Fluid intake and output were recorded. Gastric decompression 
with a large Levin tube was started as soon as possible if the diagnosis 
seemed fairly certain. The stomach was washed out if large food particles 
obstructed the Levin tube which was then replaced. Constant attention was 
required to insure patency of the Levin tube, as gastric suction was the most 
important part of the treatment. The stomach contents usually became bile 
colored in twelve to eighteen hours or less, showing stomach to be empty, 
the pylorus open, and duodenal decompression maintained. 

Penicillin 100,000 units was given intramuscularly every four hours. 
Sodium sulfadiazine 2 Gm. intravenously was given on admission and 
followed by 1 Gm. every four hours. A minimum of 3,000 ce. of fluid. 
including at least 1,000 cc. of 5 per cent glucose in normal saline and 1,000 
ce. of 1,6 molar sodium lactate solution was given in the first twenty-four 
hours. Sufficient fluid was given afterwards to insure a urinary output of 
at least 1,500 ce. daily, the amount of saline given depending upon the 
blood chloride levels. Whole blood was given for hypoproteinemia or 
anemia, and thiamin chloride, nicotinamide, riboflavin, vitamin K, liver 
extract and ascorbic acid given as indicated. Morphine sulfate 0.016 Gm. 
was given upon establishment of the diagnosis and repeated as necessary, 
most cases only requiring 2 or 3 doses. Nothing was given orally except 
for mouth hygiene. 
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Most patients were comfortable after the first dose of morphine, even 
with abdominal rigidity. Abdominal rigidity disappeared from the lower 
abdomen in twelve hours and was all gone in thirty-six to forty-eight hours. 
Peristalsis might be present on the second or third day, but deep epigastric 
tenderness usually persisted for about six days. A 1 oz. mixture of equal 
parts of milk and cream by mouth was commenced the fifth or sixth day, the 
Levin tube being left in place but clamped off. The tube was withdrawn 
and the diet gradually increased as after a gastroenterostomy if no evidence 
of peritoneal irritation occurred within twenty-four hours. Ambulation 
followed removal of the Levin tube and a watch for possible complications 
kept for twelve to fourteen days. Sulfadiazine was usually stopped the sixth 
or seventh day and penicillin the tenth day. Patients were transferred to 
the medical service by the fourteenth day if there were no complications and 
given an ulcer diet. 

No deaths occurred in this series. The only complications were | 
pleural effusion, 1 subphrenic abscess, and 1 combination of these, all 
responding to treatment. Bingham reported a mortality of 11.3 per cent 
in 62 cases of perforated duodenal ulcer treated conservatively, while the 
mortality for surgically treated cases averaged 14.7 per cent for 1,503 cases 
during 1941 to 1948 inclusive. The present series showed that most cases 
of ruptured peptic ulcer can be treated without operation with a resulting 
deceased mortality and morbidity, fewer complications and an easier conva- 
lescence. This treatment is especially valuable in places where adequate 
surgery is not available. 14 references. 1 table. 

(As mentioned by the authors, there are times when the conservative 
treatment outlined is obligatory. The anti-biotics and chemotherapy have 
also lowered the mortality of operative closure, and with the latter the 
diagnosis is always verified; whereas with conservative management, in the 
absence of air in the peritoneal cavity, the diagnosis of perforation into the 
general peritoneal cavity could be questioned. By careful evaluation of 
an increasing number of cases handled by both methods, the answer should 
become evident.—J. M. W.) 


Massive Hematemesis. Analysis of 300 Consecutive Cases. Gyril 
Costello, Washington University Medical School, St. Louis, Mo. Ann. Surg. 
129: 289-98, March 1949, 


Some of the results from a study of 300 patients with severe, massive 
hematemesis have been presented. The results of 73 patients treated by 
a massive blood replacement plan have also been presented. Mortality by 
this latter plan has been reduced from 25 per cent to 4 per cent. There was 
no death from chronic peptic ulcer, the commonest cause of massive hemate- 
mesis. 
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The following plan is, therefore, recommended for treatment of massive 
hematemesis during the actively bleeding stage: 

1. Careful determination of blood needs by the copper sulfate falling 

drop method repeated frequently. 

2. Complete restoration of blood as promptly as possible. 

3. Oral administration of predigested protein-carbohydrate-vitamin 

mixture. 

4. Adequate, continuous sedation. 

The following procedures have been found to increase mortality during 

the actively bleeding stage: 

1. Surgery 

2. Indwelling stomach tube with constant suction 

3. Gastric lavage 

4. Active gastric diagnostic studies. 

The problems in management of these patients after the active hemor- 
rhage stage has passed have not been the province of discussion at this time, 
but instead, emphasis has been placed on the principles and factors of 
importance in the management during the stage of active hemorrhage. 
Following the control of hemorrhage and the restoration of nutrient and 
blood essentials, the advisability of elective surgical intervention may more 
easily be determined. 14 references. 5 figures.—Author’s abstract. 

(The author has made a careful study and evaluation of the problem 
and his deductions are very significant. The mortality obtained with the 
conservative management as outlined is low, and it is extremely doubtful 
if gastric resection could be carried out in this poor risk group of patients 
as an emergency procedure in the active bleeding phase without a consider- 
ably higher operative mortality.—J. M. W.) 


Diverticula of the Stomach. A Report of Thirty Cases and a Review of 
the Literature. Charles H. Brown, Cleveland Clinic, Cleveland, O.; Roger 
P. Bissonnette, Henry Ford Hospital, Detroit, Mich.; and Robert D. Albee, 
Buffalo, N. Y. Gastroenterology 12: 10-23, Jan. 1949, 


The literature is reviewed and thirty additional cases of diverticula of 
the stomach are analyzed. The condition is quite rare in that approximately 
60,000 roentgenograms of the stomach were done -— an incidence of one in 
2,000. There was no sex difference, but 82 per cent of the cases were in 
patients over 40 years of age. 74 per cent of the diverticula reported in 
the literature and 90 per cent of the present series were located in the cardia. 
Eleven or 37 per cent of the cases in this series had diverticula elsewhere 
in the gastrointestinal tract as well. 


There were no characteristic symptoms. In 23 cases the symptoms 
were probably the result of other gastrointestinal conditions. Seven patients 
with ulcer-like symptoms, aggravated by lying down in 2 cases, had no 
pathology other than the diverticulum to explain their symptoms. Details 
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of the roentgenological diagnosis are outlined and five typical roentgeno- 
grams are presented. Two patients were gastroscoped, in one of whom 
the diverticulum was seen. Gastroscopic examination is not recommended 
for the typical diverticulum of the cardia, but is for diverticulum located 
elsewhere in the stomach. 

The most common complication of diverticulum is hemorrhage. This 
occurred in 2 of our 30 cases. There is very little evidence that carcinoma 
develops in diverticulum of the cardia. 


The treatment of the patient with this condition is the treatment of the 
associated condition (peptic ulcer, gall bladder disease, irritable colon 
etc.). Most patients respond well to an ulcer program or an irritable colon 
regime. It was not necessary to operate upon any of the patients in this 
series. There is little indication for surgery in diverticulum of the cardia; 
severe persistent systoms that do not respond to strict medical management or 
repeated hemorrhage may be listed as indications for surgery. Many gastric 
diverticula located outside the cardia should have surgery because of the 
frequent association with malignant disease. 47 references. 3 tables 
5 figures.—Author’s abstract. 


(As the authors have well stated, most diverticula of the stomach are 
symptomless and rarely require excisions.—J. M. W.) 
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Effect of Intravenously Administered Amino Acids on the Stomach of a 
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Physiologic Studies on the Stomach of a Woman With a Gastric Fistula. 
Russell J. Crider, Spokane, Wash. and Sheppard M. Walker, St. Louis, 
Mo. Arch. Surg. 57: 1-9, July 1948. 
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30. Small Intestines 


Involvement of the Ileum in Chronic Ulcerative Colitis. Fred J. 
McCready, J. Arnold Bargen, Malcolm B. Dockerty and John M. Waugh, 
Mayo Clinic and Mayo Foundation, Rochester, Minn. New England J. Med. 
240: 119-27, Jan. 27, 1949. 


A study is presented of 23 necropsy specimens of the bowel in cases 
of chronic ulcerative colitis of the difluse thrombo-ulcerative variety with 
ileal inyolvement encountered at the Mayo Clinic from 1935 to 1946. In 
addition, the ileum in 6 surgically removed specimens of the bowel in cases 
of chronic ulcerative colitis with ileal involvement was studied. These 29 
specimens were selected from 81 autopsy and 22 surgical cases of chronic 
ulcerative colitis, and included only cases of diffuse chronic ulcerative colitis 
of the thrombo-ulcerative variety-—the streptoccocal type described by Bar- 
gen and Weber—that characteristically begin in the rectal segment and 
spread cephalad and, in time, involve the whole colon. Cases of segmental 
colitis and those of specific etiology were purposely omitted. 

The incidence of ileal involvement in the 103 cases was 28 per cent. 
The incidence of ileal involvement reported in the literature varied from 
1.3 to 39 per cent. 


The average length of the segment of ileum affected in the cases in 
which the pathologic changes were diffuse was 20 cm., with variations from 
4to45 cm. In 7 of the 29 cases, solitary ulcers were present, sometimes 
extending throughout the whole length of the small bowel. The nature of the 
disease in the ileum was similar to that found in the colon. It was essentially 
denuding and ulcerative. Twenty-two cases were diffusely ulcerative, and in 
seven the ileum presented multiple solitary ulcers. In all cases the ileum 
failed to present the hyperplastic, stenotic and granulomatous appearance 
that is characteristic of primary ileitis. Roentgenologic evidences of ileal 
involvement was found in 10 of 19 cases in which bariumenema studies were 
carried out. 

Perforation of the ulcerations of the ileum, with generalized peritonitis, 
was a very serious complication that occurred in 17 per cent of cases. In 
4 of the 5 cases perforations occurred almost immediately after the per- 
formance of ileostomy. 

Ileal involvement in chronic ulcerative colitis is not necessarily a 
terminal event of an intractable colitis, as is assumed by many authors. In 
31 per cent of cases, the ileum was definitely shown to be involved relatively 
early in the course of the disease. 

Knowledge of the presence ad extent of ileal involvement in chronic 
ulcerative colitis is an important consideration if surgical treatment is 
deemed necessary. [leostomy for chronic ulcerative colitis performed 
through a segment of ileum that is the site of ulcerative inflammatory changes 
will probably produce a poor operative result. Perhaps this is one of the 
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important considerations responsible for the high mortality associated with 
ileostomy in the treatment of this disease. 33 references. 7 figures.— 
Author's abstract. 


Carcinoid Tumors of the Intestine. Orville F. Grimes and H. Glenn 
Bell, University of California Medical School, San Francisco, Calif. Surg., 
Gynec. & Obst. 88: 317-25, March 1949, 


In addition to the ordinary adenocarcinomas, superficially related 
tumors known as carcinoid or argentaffin tumors also appear in the gastro- 
intestinal tract. They occur as single nodules in the appendix, but are more 
often multiple elsewhere in the gastrointestinal tract. In the appendix they 
appear in young people, contrasting markedly with their appearance else- 
where in patients whose average age is 58 years. 

This report concerns 1] such tumors arising in the appendix and 8 
whose origins were in the small intestine. Those appearing in the appendix 
occurred as submucosal nodules, extending peripheralward, to involve in 
succession the muscularis, the serosa, and in one instance the meso-appendix. 
All were treated by simple appendectomy after which no sequelae were 
noted. At the opposite extreme, are the 8 patients exhibiting small bowel 
argentaflin tumors, all of which manifested malignant characteristics as 
shown by local or distant metastatic spread. 

The similarity of histologic pattern and growth tendency leads one to 
believe that the tumors in either location are similar if not identical, and 
that metastases and therefore apparent malignancy are merely a matter of 
time. In a small, narrow blind-ending tube such as the appendix attention 
is called to the organ early, so that the tumor is still a localized one when 
removed by simple appendectomy. In the small bowel such early signs as 
are present are most often confused with abdominal conditions not requiring 
immediate surgical intervention. Hence, intestinal tumors are not reached 
at such an early stage as are those in the appendix, so that metastases 
have had time to develop. 

Carcinoid tumors of the small bowel are most often seen in the terminal 
ileum. Their predominant spread is regional, but widespread abdominal 
or distant metastases may occur, just as in the more common adeno- 
carcinomas. 

Attention is called to the four most common symptoms and signs noted 
in carcinoid tumors of the small bowel. The tetrad of intermittent episodes 
of small bowel obstruction associated with abdominal pain, diarrhea and 
weight loss is so common, and indeed quite characteristic, that consideration 
of such tumors is strongly advised when this syndrome appears. The 
roentgenological study of the small intestine, in an attempt to demonstrate 
both kinking and tumor of the bowel, is an important aid in obtaining a 
correct and early preoperative diagnosis. 
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The excellent results obtained from wide excision of the tumor-bearing 
area cannot be too strongly emphasized. Even when distant metastases have 
already occurred, it is not unusual to note a tendency toward stabilization 
of the metastatic deposits after the primary lesion has been removed. 
Postoperative radiation may be beneficial, for there is suggestive though 
incomplete evidence that carcinoid tumors may be radiosensitive. It is 
because of these therapeutic tangibles that one should be especially alert to 
the possibility of the presence of carcinoid tumors. With early diagnosis 
and adequate resection, one can expect better results in the surgical treatment 
of these tumors than in any other intestinal malignancy. 24 references. 3 
tables. 6 figures.—Author’s abstract. 


Reduction of Intussusception by Barium Enema. A Critical and 
Experimental Study. Mark M. Ravitch and Robert M. McCume, Jr., Johns 
Hopkins University and Hospital, Baltimore, Md. Ann. Surg 128: 904-17, 
Nov. 1948. 


Review of the literature shows the mortality from intussusception 
primarily treated by hydrostatic pressure to be lower than by operation. 
Mortality was 35 per cent of 100 cases treated by saline enema and manual 
disinvagination 1871 to 1905; 16 per cent of 38 cases treated by barium 
enema 1927 to 1934; and 5 per cent of 84 cases treated by barium enema 
1935 to 1941. The mortality of surgically treated cases ranged from 52 
per cent of 150 cases from 1904 to 1938 to 8.3 per cent of 36 cases during 
1937 to 1942. 

The senior author has used the barium technic since 1939 in every 
patient with intussusception. In this, the child is taken to the fluoroscopic 
room as soon as a presumptive diagnosis of intussusception is made. An 
unlubricated Foley bag catheter is inserted in the rectum without anesthesia, 
distended with 20 to 40 ce. of air according to size of the patient, and barium 
run into it from a height of three feet. The buttocks must be squeezed 
together during the procedure. The catheter is not lubricated because more 
easily retained when dry. The barium rapidly runs to and outlines the 
intussusceptum, making a concave meniscus. The ends of the meniscus 
extend proximally until the intussusceptum suddenly gives way. The 
meniscus then flattens and afterwards again deepens as the intussusceptum 
progresses, etc. The obstruction may stop at one level and then suddenly 
progress. The fluoroscopic picture may be changed by an air bubble 
preceding the barium. If full reduction is not obtained, the child is allowed 
to expel the enema and the process is repeated. Operation is performed if 
the third injection is unsuccessful. Suecessful reduction is indicated by 
the entrance of barium into the small intestine; return of the barium with 
feces or flatus; inability to palpate the mass; disappearance of acute symp- 
toms; and subsequent bloodfree stools or appearance of charcoal in the 
stool. The child is returned to the ward after reduction, powdered char- 
coal instilled in the stomach and sulfasuxidine or oral streptomycin given 
to prevent enteritis. 
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This method is not a substitute for surgery any more than reduction 
of a fracture by traction. The treatment is neither an office nor a home 
procedure but should be administered in a hospital with a surgeon ready to 
perform a laparotomy if necessary. Rupture of the bowels can ooccur with 
either hydrostatic pressure or manual reduction during operation but is 
much less likely to happen with the former. 

There were no deaths in a series of 27 cases, treated primarily by 
barium enema, 20 having complete reduction by enema. 32 references. 
5 tables. 6 figures. 
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Regional Enteritis. Further Pathologic Observations. Frederick M. Owens, 
Jr., University of Chicago, Ill. Arch. Surg. 57: 195-201, Aug. 1948. 


31. Appendix 


See Contents for Related Articles 


32. Colon and Rectum 


The Surgical Management of Ulcerative Colitis. G. Gavin Miller, 
Charles B. Ripstein, and Edward J. Tabah, Royal Victoria Hospital and 
McGill University, Montreal, Canada. Surg., Gynec. & Obst. 88: 351-58, 
March 1949, 


Recent advances in preoperative preparation and postoperative care 
have changed the indications for surgery in ulcerative colitis. Operation is 
indicated in intractable cases and cases complicated by perforation, stricture 
formation, polyposis, carcinoma, hemorrhage and fistula formation. Seg- 
mental ulcerative colitis is also considered an indication for surgery. 

Preoperative preparation is essential to make surgery safer. Nutritional 
deficiencies such as hypoproteinemia, avitaminosis, and anemia are univer- 
sally present and must be controlled. Massive transfusions are often neces- 
sary to restore the plasma protein level. Sterilization of the bowel contents 
is important in order to control infection. A combination of sulfathalidine 
and streptomycin by mouth is recommended. 

The operative procedure of choice is primary resection of the right colon 
with ileostomy. Removal of the right half of the bowel eliminates a focus 
of infection and saves one stage in the procedure of total colectomy. The 
operation has been carried out on seven patients with no deaths. The post- 
operative course is much smoother than with ileostomy alone. 

Removal of the distal segment of colon can be carried out in 3-6 months. 
This is indicated if there is severe rectal disease. polyposis, stricture or 
fistulas, or if symptoms continue. In most cases, the distal colon can be 
safely left in situ. 
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In the postoperative period the chief aims are to prevent shock, combat 
infection and replace the fluid and electrolyte loss from the ileostomy stoma. 

It is rarely possible to re-establish intestinal continuity without recur- 
rence of symptoms. A permanent ileostomy must be accepted as the price 
of a good result. With the Koenig-Rutzen bag an ileostomy does not con- 
stitute a great disability. 12 references. 6 figures. 2 charts.—Author’s 
abstract. 

Chronie Ulcerative Colitis and Associated Carcinoma. Mark A. Hayes, 
University of Michigan Medical School, Ann Arbor, Mich. Am. J. Surg. 
77: 363-70, March 1949, 


Three cases presented the typical history and findings of chronic 
ulcerative colitis, with a sudden change in symptoms which marked the 
onset undoubtedly of clinical malignancy, although the irreparable damage 
was wrought at an earlier time. The 100 per cent mortality in this small 
number of cases only adds additional statistics to the already accepted fact 
of the almost uniformly grave prognosis in a case of ulcerative colitis in 
which neoplasm is added as a complication. Adding the information to the 
facts quoted by Matzner and Schaefer the results are: 


Mayo Jewisu UNIVERSITY 
CLINic Hospitat oF MICHIGAN 
Total cases of ulcerative colitis 800 185 451 
Per cent of carcinoma in total cases 
of ulcerative colitis 2.5 1.6 0.7 
Per cent of carcinoma of large 
intestine of all admissions 0.88 05 0.3 


While there is considerable discrepancy in the incidence statistics, it 
must be remembered that the cases of malignaney complicating chronic 
ulcerative colitis are relatively rare. It is noteworthy that in all three 
quotations just stated there is general agreement that carcinoma of the large 
bowel and rectum occurs approximately two to three times as frequently in 
patients with chronic ulcerative colitis as it does in a sampled unselected 
number of hospital admittances. This, again, only further augments the 
statement of Brust and Bargen that there is a definite carcinogenic process 
present in chronic ulcerative colitis. This process must be assumed to be 
the inflammatory process fundamentally, for from it arises the pseudopolyps 
or inflammatory polyps, the true adenomas or the metaplastic regenerating 
mucosal tissue which may become isolated deep in the reparative mesoblastic 
structure producing the described, diffusely infiltrating malignancy which is 
undistinguishable grossly from the mural thickening subsequent to healing in 
the disease. 

The evident failure throughout all the literature of resection procedures 
for malignancy, leaving part of the diseased bowel, stresses the importance 
of complete removal of all the bowel involved in ulcerative colitis. This 
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consideration undoubtedly will decrease the deaths from peritonitis and 
will avoid the presence of residual diffuse carcinoma in the remaining 
submucosa which is practically impoossible to differentiate grossly from the 
late stages of chronic ulcerative colitis. 

Patients with a history of chronic ulcerative colitis, even though pro- 
gressing well on a medical regimen, must be repeatedly and carefully 
examined by barium enema and sigmoidoscopy for evidence of polyp 
formation. The rare case in which an ileosigmoidostomy or ileorectostomy 
is done, since the lower colon was spared in the disease, must be constantly 
considered a source of irremediable damage because of the mere presence 
of that section of large bowel. It even might be a safer procedure to consider 
a total colectomy in all cases of ileostomy for chronic ulcerative colitis in 
which a rapid improvement in the rested colon has not occurred, and that 
without polyp formation. 

Constant vigilance is the rule in this disease, a disease which in_ its 
own course is debilitating and incapacitating with a significant mortality 
rate. To these facts is added the extremely serious circuntstance that patients 
with this disease are two to three times as liable to develop a malignancy. 
15 references. 2 tables. 5 figures.—Author’s abstract. 


One Stage End-to-End Anastomosis of the Colon. An Analysis of the 
Complications in 79 Cases with a Comparison of Open and Aseptic Types of 
Anastomoses. George P. Rosemond, W. Emory Burnett and Francis N. Cooke, 
Temple University Hospital, Philadelphia, Pa. Surg., Gynec. & Obst. 88: 
209-218, Feb. 1949. 


This paper is a survey of all end-to-end one-stage anastomoses of the 
colon performed on the general surgical service and the service of Dr. W. 
Wayne Babcock in the Temple University Hospital during the years 1945, 
1946 and 1947. No ileocolectomies or perineal resections are included. 
The rate of cure cannot be established since the operations were performed 
so recently. The cases are surveyed from the standpoint of operative mortality 
and morbidity, directly or indirectly contributed to by the operation, and the 
end results of the operative procedure utilized. Morbidity and mortality are 
discussed in detail. Preoperative preparation is outlined and follows the 
usual pattern of complete cleansing of the bowel, sulfasuxidine or sulfatha- 
ladine and low-residue diet. 

The surgical technic falls into two general classifications, the open 
method of anastomosis and the closed or aseptic method, generally utilizing 
a Furness clamp. Six patients died as a result of the operative procedure. 
Three deaths were caused by coronary occlusion. Poor cardiac risks must 
be accepted for this type of surgery since the prospects without surgery are 
so poor. One patient died of small bowel obstruction. One died of sepsis. 
In comparing the two types of anastomosis, peritonitis was not evident in 
any of the open end-to-end anastomoses. Three cases of peritonitis occurred 
in the group of aseptic anastomoses. Of four cases in which the anas- 
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tomosis failed to function, three were closed and one open. We believe 
that a more exact suture can be placed in the open type of anastomosis than 
in the closed type. The advantages outweigh the disadvantages. 

It appears to us that end-to-end anastomosis carefully done, with 
adequate preparation, by the open method and without a proximal vent is 
as satisfactory a procedure as has been conceived for most colonic lesions 
above the rectosigmoid. 31 references. 1 table.—-Author’s abstract. 


Surgical Treatment of Cancer of the Colon (La terapie chirurgia del 
cancro del colon.) Carlo Spangaro and Antonello Franchini, University 
of Bologna, Bologna, Italy. Arch, ital. chir. 71: 17-47, Fase. 1, 1919, 


Reported here are 146 patients with colonic carcinoma received in the 
surgical department directed by Prof. Forni from 1932 to 1946. | Sixty-six 
of the cases were treated radically, 50 were given palliative surgery and 30 
were pronounced inoperable. The tumors most frequently amenable to 
radical surgery were those of the cecum and transverse colon: those least 
amenable were those of the hepatic flexure and of the sigmoid colon. The 
gravity of the location at the hepatic flexure is explained on the basis of the 
importance of the neighboring organs (phlogistic adhesions) and the in- 
sufliciency of the lymphe-nodular barrier. 

This material is divided into two main groups: carcinoma of the right 
side of the colon and carcinoma of the left. The right sided cancers, when 
amenable to radical removal, were treated by hemi-colectomy, reaching from 
ihe cecum to the proximal third of the transverse colon. The tumors on the 
left side were operated almost exclusively by the method of Mikulicz. The 
first group mentioned gave an operative mortality of 43 per cent, the second 
of 24 per cent. The high operative mortality of hemi-colectomy was un- 
doubtedly due in part to the width of the field of indications adopted, and 
the results are more encouraging when viewed in the light of the high per- 
centage of permanent cures among the survivors (49 per cent). The Mikuliez 
operation for the tumors of the left side of the colon was given preference 
over intra-peritoneal resection and anastomosis, in contra-distinction to many 
other authors, because of the rapidity of the method, its applicability to 
these weak toxic patients with their high proportion of occlusions and because 
of the low operative mortality which has seemed to compensate for any 
increase in recurrences and metastasis, resulting from the less radical nature 
of the procedure. 157 references. 10 tables. 


The Importance of the Level of the Lesion in the Prognosis and Treat- 
ment of Carcinoma of the Rectum and Low Sigmoid Colon, John MV. Waugh, 
Mayo Clinic and John W. Kirklin, Mayo Foundation, Rochester, Minn. Ann. 
Surg. 129: 22-33, Jan. 1949, 


It is no longer possible to be complacent about the adequacy of combined 
abdominoperineal resection, done in the classic fashion, in the treatment of 
carcinoma of the rectum and lower part of the sigmoid colon. For lesions 
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located in the upper part of the rectum, in the rectosigmoid and in the lower 
part of the sigmoid colon, it has been proposed that operations can be done 
which are as curative as combined abdominoperineal resection and which also 
will conserve sphincteric function to some degree at least. Furthermore, it 
has been questioned whether the usual Miles operation is as curative as a 
more radical posterior excision for lesions low in the rectum and in the anus. 

It is not possible as yet to compare accurately the results from the 
various operative procedures which are now being employed for lesions in 
these regions. Until this can be done, the surgeon should understand the 
behavior of the growths in question and the factors affecting their prognosis. 
The location of the lesion with respect to its distance from the anal margin 
seems to be one such factor. 

Data were obtained concerning the five-year survival of 388 patients 
having lesions at various levels in the bowel, who had undergone combined 
abdominoperineal resection. Analysis of these data revealed that for 
lesions, the lower margins of which were within 5 or 6 cm. of the anal 
margin (as estimated by proctoscopy), the prognosis was poorer than 
if the lesion was further from the anal margin. If the lower margins of the 
lesions were 6 or 7 to 10 cm. from the anal margin, the prognosis was some- 
what better, whether the growth was with or without nodal involvement, than 
it was when the lesions were low. Those patients who had lesions 11 em. 
or more from the anal margin had a prognosis superior to that of the patients 
who had lesions lying below this level. 

The cases were redivided and the data were again analyzed, in order 
to obtain further information on the critical levels of location of lesions, in 
regard to prognosis. It was found that persons with lesions lying within 
2 em. of the anal margin had a less favorable prognosis than those with 
growths at any other level. The prognosis gradually improved the higher 
the lesion was situated in the rectum. The prognosis for persons who had 
lesions above 11 cnt. from the anal margin again was superior to that for 
lesions at any other level. . 

It is concluded that the difference in prognosis may be due to spread 
along the lateral lymphatic route in the low lying lesions, such spread carry- 
ing carcinoma cells beyod the limits of the resection relatively frequently in 
the case of lesions lying within 5 or 6 cm. of the anal margin. It is felt that 
in lesions the lower margin of which are above this level, the lateral zone of 
spread is probably rarely involved, and thus failure to excise completely in 
the resection does not lessen the chances for survival of the patient. 

Anterior segmental resection with primary anastomosis is justifiable 
for lesions, the lower margins of which are 1] cm. or more removed from 
the anal margin. If the lower margins of the lesions are from 5 or 6 em. 
to 10 cm. above the anal margin, it is difficult to effect an anastomosis safely 
after resection of the growth; yet the rarity of lateral and retrograde 
lymphatic spread in such lesions strongly suggests that sacrifice of the 
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perineum an anal sphincters is not necessary. Thus, a combined abdomino- 
perineal resection with preservation of the anal sphincters has seemed to the 
authors to be the advisable procedure for growths located in this region. 

A final judgment as to the efficacy of this sphincter-conserving operation, 
as well as to that of other operations employed for lesions in this region, 
must depend on a carefully controlled comparison of the survival rates after 
these operations and the survival rates procured by the classic combined 
abdominoperineal resection for lesions at compatable levels in the bowel. 
25 references. 4 tables.—-Author’s abstract. 

(It is easy to agree with the authors that the level of malignant lesions 
in the rectum and lower sigmoid influences the prognosis very materially. 
However, it is difficult to agree with some of their conclusions which, 
according to their own statements, are not supported by data but are their 
personal beliefs. 

Most surgeons now recognize that proctoscopy cannot accuratel y localize 
the level of the lesion in so far as the peritoneal reflection is concerned in 
many cases. Furthermore, it is not possible to do a radical operation for 
cancer below the peritoneal fold without the removal of the levator-ani 
muscle. This is the opinion of most mature surgeons likewise. 

Most experienced surgeons in this field will agree that the peritoneal 
reflection is the proper point to consider anastomosis. It is questionable if 
cancers of the upper rectum below the peritoneal fold should be submitted 
to an anastomosis type of procedure and the abstract of this paper does not 
contain any data which would controvert that belief.—F. W. R.) 


Malignant Tumors of the Colon and Rectum. R. W. Postlethwait, 
Winston-Salem, N.C. Ann. Surg. 129: 34-46, Jan. 1949. 


Malignant tumors of the colon and rectum were found at Duke Hospital 
during the 15 year period 1931-1945 in 441 patients. A statistical analysis 
of this group of patients was made. Three hundred ninety-eight of the patients 
were admitted to the hospital; 316 patients had a major operation and 183 
patients had some type of resection in which it was felt the lesion had been 
removed and there was reasonable hope of cure. Postoperative complica- 
tions and operative deaths were analyzed. The following conclusions were 
made: 

1. Early diagnosis of malignant lesions of the colon and rectum is one 
of the most important factors in increasing resectability. Such early diagnosis 
depends primarily on adequate investigation, mainly by simple, readily 
available means, when suspicious symptoms such as change in stool or bowel 
habit and abdominal pain are encountered. 

2. Intestinal obstruction is a complicating factor requiring careful 
consideration and individualized treatment. 

3. Appropriate measures must be utilized preoperatively to correct 
fluid and electrolyte balance, hypoproteinemia, vitamin deficiency and 
anemia. 
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4. Improved surgical technic, blood replacement at operation, better 
anesthesia, the antibiotic and chemotherapeutic agents and gastro-intestinal 
intubation are advances in treatment which have decreased morbidity and 
mortality. 

5. Resection and primary anastomosis for lesions of the colon, and 
combined abdominoperineal resection for tumors of the rectum are at 
present the procedures of choice at this hospital. 22 references. 1 figure. 
Author's abstract. 


The Surgical Treatment of Congenital Megacolon. Claude F. Dixon 
and David B. Judd, Mayo Clinic and Mayo Foundation, Rochester, Minn. 
S. Clin. North America 28: 889-901, Aug. 1948. 


Congenital megacolon, or Hirschsprung’s ‘disease, ensues from an 
imbalance in the nervous mechanism which controls the function of the bowel. 
As a result, the bowel tends to dilate more readily than to contract. This 
imbalance, in turn, may be due to a deficiency of ganglia and fibers in 
Auerbach’s plexus. As a result of prolonged and marked dilatation, the 
howel becomes elongated and its walls hypertrophied. Attempts to overcome 
the imbalance by drug therapy and other medical measures have met with 
variable and incomplete sucess. Resection of the lumbar sympathetic 
ganglia and nerves is a surgical means of attacking the problem from the 
same angle, and it too has achieved uncertain results. Many authors have 
expressed satisfaction with this method of treatment but experience at the 
Mayo Clinic, Dixon and Judd report, has not been encouraging. Of 26 patients 
in whom sympathectomy was performed, only | appeared to have a satis- 
factory result. Aside from this, there remains the fact that sympathectomy 
does not remove the pathologic condition present, and it appears that the 
danger of disaster, such as from obstruction, volvulus or perforation of the 
diseased segment of bowel, is not lessened by sympathectomy. 

On the other hand, in the same clinic, experience with resection of the 
diseased bowel has been most encouraging. Of the 54 patients in whom 
resection was performed, 78 per cent were improved and 67 per cent were 
completely relieved of their symptoms. If only traced patients are con- 
sidered, 98 per cent were improved and 84 per cent were completely 
relieved. The two main reasons that resection has not been in greater favor 
as the treatment of choice for congenital megacolon are, first, a high 
primary mortality rate and, second, fear of recurrance in the portion of colon 
not removed. Dixon and Judd expressed the belief that the mortality rate 
during hospitalization need not be high following this procedure. With 
proper co-operation between pediatrician, internist and surgeon, all facili- 
ties for preoperative preparation of the patient can be utilized to the fullest 
extent and the risk of the operation can be reduced accordingly. In the 
most recent series of cases encountered at the clinical named, the mortality 
rate during hospitalization was 4 per cent, and the authors expressed the 
telief that the rate will be even lower in the future. 
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Resection should not be performed in children under 3 years of age, 
unless absolutely necessary, since they do not tolerate resection of the bowel 
well. The postoperative mortality rate in this age group was nearly 45 per 
cent. In the majority of such cases the symptoms can be controlled reason- 
ably well for a time by medical measures, including diet, laxatives, enemas 
and drugs such as mecholyl; therefore, these young children should be 
carried along on the regimen until they are 5 years of age or older. However, 
it is not advisable to prolong the regimen in the presence of persistent and 
severe symptoms such as constipation, abdominal distention, nausea and 
vomiting. Frequently, by the time the child is of school age, it becomes 
apparent that he is not like “normal” youngsters and the parents as well as 
the patients want something done to achieve more nearly complete relief 
from the symptoms, particularly the symptoms of abdominal distention 
which, when marked, often causes the costal margins to flare out. Also, it 
appears that if the symptoms are not well controlled by medical measures 
the danger of ultimate disaster is great unless more effective measures are 
employed. 

The fear that the disease will recur in the remaining portion of bowel 
after partial colectomy is not substantiated by the authors’ experience with 
this procedure. In the group of 54 cases in which resection was performed, 
there were 41 in which half or less than half of the colon was removed, and 
in no case do they have evidence of recurrence of the disease in the re- 
maining portion of the colon. In 25 of these 41 cases there was complete 
relief from symptoms. 

For these reasons the authors believe that in cases of congenital mega- 
colon the treatment of choice is resection of the diseased segment of bowel. 
If the patient is 3 years of age or younger, surgical treatment should be 
delayed and the symptoms should be controlled as much as possible by 
medical measures until the child becomes older. It is the authors’ belief, 
however, that in the majority of cases resection of the diseased bowel will 
need to be performed before complete relief from symptoms is obtained. 


1] references. 4 tables.—Claude F. Dixon. 


Fistula Between the Rectum and Urinary Tract. Norman Wyndham, 
Sydney, New South Wales, Australia. Brit. J. Surg. 36: 175-81, Oct. 1948. 


FistuLAs DUE TO INJURY. Most traumatic fistulas follow perineal 
prostatectomy. Three fistulas of the rectum due to war wounds are here 
presented: into the ureter (probably the first recorded case), into the 
bladder, and into the urethra. In each case control of infection, colostomy, 
suprapubic cystostomy and, later, operative repair led to cure. In the first 
case nephrectomy for suppurative pyelonephritis was needed. Recto- 
vesical fistulas frequently heal by conservative measures. Recto-urethral 
fistulas need repair in most cases, while stricture is a frequent complication. 
Closure of the perineum without drainage is recommended. 
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FISTULAS DUE TO INFLAMMATION OR New GrowrTH. Cases recorded 
in the past are mentioned, but in modern surgical experience these types 
of fistula are uncommon. General principles in their treatment are indicated. 


CoNnGENITAL FistuLas. No contribution is made to the knowledge of 
these lesions, but the various types recorded in the literature are collected 
and discussed. Like many congenital abnormalities they seldom occur 
uncomplicated by other lesions. Imperforate anus is the commonest of 
these, while, in the female, disordered development of the lower genital 
tract may be found. Four types of fistula in the male and five in the 
female are depicted. 

The fistula is frequently overlooked when the anus is imperforate. 
Efforts to remedy the defect should be made despite pessimism in the past. 
22 references. 16 figures.—Author’s abstract. 


References to Current Articles 


Observations on the Clinical Course of Non-Specific Ulcerative Colitis.  Z. 
Maratka and M. A. Spellberg, Charles University in Prague, Prague, 
Czechoslovakia. Gastroenterology 12: 79-86, Jan. 1949, 

Cancer of the Reetum and Colon. Harry E. Bacon and Howard D. Trimpi, 
Philadelphia, Pa. West. J. Surg. 57: 58-60, Feb. 1949. 

Preservation of the Internal As Well As the External Anal Sphincter 
Following Resection of the Rectum for Carcinoma. A Case Report. 
E. Robert DeNicola, Kadlec Hospital, Richland, Wash. West. J. Surg. 
59: 91-94, Feb. 1949. 

A New Method for the Roentgenologic Study of the Rectum. George 
Levene, Massachusetts Memorial Hospitals and Boston University 
School of Medicine, Boston, Mass. Surgery 25: 68-75, Jan. 1949. 


The Role of the Peritoneal Reflection in the Prognosis of Carcinoma of the 
Rectum and Sigmoid Colon. John W. Kirklin, Maleolm B. Dockerty 
and John M. Waugh, Mayo Foundation and Mayo Clinic, Rochester, 
Minn. Surg., Gynec. & Obst. 88: 326-31, March 1949, 


33. Intestinal Obstruction 


The Surgical Management of Chronic Recurrent Intestinal Obstruction 
Due To Adhesions. Jere W. Lord, Jr., Edward L. Howes and Norman 
Jolliffe, New York, N.Y. Ann. Surg. 129: 315-22, March 1949, 


The authors point out that one of the most difficult problems the 
internist and surgeon are called upon to manage is the patient who has 
been subjected to several operations for lysis of adhesions causing intestinal 
obstruction. Many experiments and the clinical application of some of the 
results from these experiments have been studied by numerous workers 
interested in this field, and all have failed to prevent the reformation of 
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adhesions following their lysis. Intraperitoneal instillation of heparin 
following the lysis of adhesions is one of the agents which has been em- 
ployed, but has been found to be dangerous clinically and_ ineffective 
experimentally. 

In 1937, Noble described the technic of plication of the small 
intestine following the lysis of adhesions as a means of constructing con- 
trolled adhesions which do not cause further obstruction, in contrast to 
uncontrolled or chance adhesions. The authors have applied the plication 
operation to 3 patients, with excellent results in each. Two of the three 
patients were addicted to morphine, one for one year, and the other for 
seven years, and following the plication operation, neither has resumed the 
use of the drug. The first patient had been subjected to 11 laparotomies for 
the lysis of adhesions following the original procedure of appendectomy. 
The patient showed evidence of secondary malnutrition of calories, protein, 
minerals and vitamins, and no treatment was of value until the chronic 
intestinal obstruction had been relieved by the plication operation. Following 
this, her weight rose from approximately 72 to 121 pounds, and she has 
maintained this weight in good condition during the follow-up period of 
eighteen months. 7 references. 1 table. 5 figures.—Author’s abstract. 


Volvulus of the Cecum. An Appeal for Primary Resection, with 
Report of Six Cases. Eduard Melchior, Ankara Niimune Hastanesi, Ankara, 
Turkey. Surgery 25: 251-50, Feb. 1949. 


Untwisting and — if necessary —— cecostomy is generally recommended 
as the typical treatment of cecal volvulus. Resection has been considered 
too dangerous when the patient is not in good condition. The author's 
experience leads to a different conclusion, Six patients have been operated: 
one of them, moribund, with generalized fetid peritonitis and partial rup- 
ture of the cecum, died on the table. In the other cases primary resection 
was done, followed by quick recovery. 

In all, the reunion of the bowel was made by termino-terminal 
ileocolostomy. This method for the resection of the right colon is considered 
both simple and safe. One of the patients had a fetid peritonitis due to 
extensive gangrene of the cecal wall, but left the hospital cured in 16 days. 

The author attributes these good results partly to the use of emetine, 
which he has used for some years against severe septic infections, such as 
peritonitis, cholangitis, gaseous gangrene, malignant lip furuncles, ete. 11 
references. 1 table. 1 figure (graph).—-Author’s abstract. 


Volvulus of the Cecum. Claude F, Dixon and Alfred C. Meyer, Mayo 
Clinic, Rochester, Minn. Surg. Clin. North America 28: 953-63, Aug. 1948. 


Reports of 12 cases of volvulus of the cecum presented interesting 
diagnostic problems. Because of this, and because the results of early 
surgical treatment were uniformly favorable, Dixon and Meyer studied 
these 12 cases. In each case the patient was operated on at the Mayo Clinic. 
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Volvulus was acute in 9 of the 12 cases and operation was an emer- 
gency measure; there were 3 cases of recurrent volvulus. One patient 
elected operation who had undergone emergency operation elsewhere for 
volvulus of the cecum at the age of 6 months; and in 1 case in which the 
patient was brought for emergency operation, a previous elective operation 
had been performed for the same anomaly. 

The oldest patient was 79 years and the youngest was 7 years of age; 
the distribution of patients over the intervening decades was fairly even. 
Eleven of the 12 patients had undergone at least one operation previously, 
in 3 of them, the operation being cholecystectomy. In 2 cases volvulus 
- occurred in the immediate postoperative period. 

The symptoms and signs were essentially those of intestinal obstruction. 
Severe, intermittent colicky pains characterized the onset and were the chief 
complaint of all patients. The pain, although intense, was not located in 
any specific portion of the abdomen. In each patient, however, the pain 
remained localized in the sector of the abdomen in which it started. Pain 
occurred with about equal incidence in the various abdominal quadrants. 
Only 8 of the 12 patients experienced nausea and vomiting, and all but 4 
were able to pass gas or fecal material after the onset of symptoms. 

Physical examination revealed abdominal distention, tympanitic to 
percussion, in all patients suffering from acute volvulus. In 4 instances 
there was a palpable mass which, at operation, proved to be cecum. 

Three patients were operated on in an interval between attacks. All 
had experienced similar attacks of pain previously but had been completely 
relieved, at least temporarily, by rectal elimination of gas and feces. One 
of these, a girl 7 years of age, had had almost daily attacks of pain since 
the age of 6 months. She had been operated on elsewhere at this early age 
for volvulus of the cecum. The other 2 patients had experienced symptoms 
for eighteen months and two years, respectively. These patients did not 
manifest pertinent abnormalities at the time of physical examination. 

Roentgenograms of the abdomen were taken in 9 cases. In all instances 
of acute volvulus, distended, gas-filled loops of bowel were observed, but in 
only 1 case was it suspected that one of the distended loops was cecum. 
Although ileus could be recognized in all cases, the exact site and type of 
obstruction were not apparent. In 5 of 9 cases a greatly distended loop of 
intestine was seen in the left side of the abdomen. It closely resembled the 
stomach in two instances, and twice it was thought to be sigmoid colon. The 
presence of gas-filled small intestine and the absence of a distended colon 
might, in retrospect, have suggested obstruction of the cecum but in no 
instance could a roentgenologic diagnosis be made definitely. However, 
not all of the roentgenologic diagnostic maneuvers, such as stereoscopic 
views and barium enemas, were used, since the clinician believed surgical 
intervention was indicated on the basis of knowledge already acquired. 
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On exploration the cecum was found to have migrated to the right and 
the left portions of the abdomen with equal incidence. It occupied the 
pelvis and right lower part of the abdomen in 4 cases. It was twisted into 
the right upper part of the abdomen in three instances, and twice it was 
found in the left upper region. In 3 cases it occupied the lower part of the 
abdomen on the left side. 

While a long mesentery was present in each case, in only one instance 
was there enough congenital arrest in development to place the entire right 
portion of colon in the left part of the abdomen. In 6 of the 12 cases the 
twist of the cecum involved other abdominal structures; in 1, the right 
fallopian tube; and in the other 5, fibrous bands of the abdomen. In 4 of 
these latter cases, previous abdominal operations could have been respon- 
sible for the bands, but no previous abdominal operation had been per- 
formed in the other case. In 2 of the 12 patients, operation for volvulus of 
the cecum had been performed seven years previously. 

In all cases of acute volvulus, the cecum was hugely distended—so 
much so that in two instances the taenia coli had split, and in 2 other patients 
the wall of the cecum was gangrenous. 

Detorsion was the primary step in treatment of volvulus in all instances 
If the loop was held by adhesions, it was necessary to sever them, and in 1 


case needle aspiration of the contents of the distended cecum was imperative 


before the bowel could be manipulated enough to untwist it. The two 
cecums which manifested gangrene were exteriorized and amputated over a 
three-bladed clamp. Because of extreme distention a Witzel type of 
cecostomy was established in 1 case and an appendicostomy in another, 
The appendix was inflamed in two instances and consequently was removed. 

In instances of chronic recurring volvulus of the cecum and ascending 
colon, an operation was devised which proved entirely successful. After 
detorsion of the involved segment of bowel the peritoneal fold was freed 
on the lateral aspect of the mesentery and placed over the formerly twisted 
segment of bowel. The severed peritoneum was then sutured to the mesial 
portion of the mesentery. This operation placed the segment of bowel 
retroperitoneally, and the fixation described prevented subsequent torsion. 
38 references. 6 figures.—Claude F. Dixon. 


Four Cases of Volvulus in Mega-dolichosigmoid. (Su quattro casi di 
volvolo in megadolicosigma.) Alberto Paoletti Perini, Rome, Italy. Arch. 
ital. chir. 70: 170-82, Fase. 3, 1948. 


Four cases of volvulus of the sigmoid were treated by resection of the 
twisted loop, with one death. Although the author rejected an explanation of 
congenital origin for the giant sigmoid in these patients, he admitted its 
possibility. A thickened, shortened meso-sigmoid was found in one patient 
and is considered to be a possible predisposing cause of the volvulus. In 3 
cases the cause was attributed to repeated attacks of chronic constipation 
with lengthening and dilatation of the sigmoid loop. In these patients the 
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attacks of constipation had been present for 10, 20 and 2 years respectively. 
In one of these the dolichocolon had been recognized previous to the develop- 
ment of the volvulus, and in another it was shown by roentgenologic exami- 
nation pre-operatively. 

In the remaining patient, a 45 year old man, the attack occurred 
suddenly at night without any previous gastro-intestinal symptoms. In this 
case there is believed to have been present a mobile sigmoid with symptomless 
torsion (up to 180 degrees) as described by Sampson; the final event then 
developing from a combination of torsion effects. 

The good result in this last case is ascribed to the immediate operation, 
without waiting for the roentgen examination, with initial detorsion and 
cecostomy; the resection of the sigmoid loop being put off to a later date 
when it could be done under more favorable circumstances. 34 references. 
4 figures. 


References to Current Articles 


The Effect of Vomiting Due To Intestinal Obstruction on the Serum 
Potassium. Samuel Bellet, Carl S. Nadler, Peter C. Gazes and Mary 
Lanning, B.S., Philadelphia General Hospital, Philadelphia, Pa. 
Gastroenterology 12: 49-56, Jan. 1949. 


34. Anus 


References to Current Articles 


Pruritus Ani et Vulvae. Report of 520 Consecutive Patients with Eczema 
of the Anal and Vulval Regions. Howard Hailey, Atlanta, Ga. J. A. M. 
A. 139: 837-40, Mar. 26, 1949, 


35. Liver and Biliary Tract 


Biliary Tract Emergencies in the Aged. Condict W. Cutler, Jr., M.D., 
F.A.C.S., Columbia University, New York, N. Y. Clin. North America, 
29: 361-68, April, 1949. 


A study was made of 204 surgical emergencies occurring in elderly 
and infirm patients. Our study dealt with a bad risk group suffering from 
the chronic diseases of advancing years. Their ages ranged from 60 to 102, 
the average age being 74. 

The chronic ailments were arteriosclerosis, arteriosclerotic heart 
disease, coronary infarction, hemiplegia, nephritis, pyelitis, cirrhosis, 
diabetes with or without amputation, tuberculosis, lues (often with nervous 
system manifestations), Parkinson’s disease, obesity or malnutrition, various 
forms of anemia, yitamin deficiency states, arthritis of all grades of severity, 
ununited hip fractures, and a variety of rarer diseases especially of the 
central nervous system. In this group, acute surgical emergencies of the 
biliary system occurred thirty-four times. 
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MANAGEMENT AND RESULTS IN) THIRTY-FOUR CASES 


Difficulties in Diagnosis.—\t was difheult to differentiate between coron- 
ary occlusion, pancreatitis or appendicitis and acute disturbance of the biliary 
system. Jaundice required study to differentiate between mechanical 
occlusion and intrahepatic causes. Diagnosis might be obscured or delayed 
by complicating ailments. 

Yet, accuracy and promptness of diagnosis were of especial importance 
in these elderly and chronically ill patients who deteriorated with rapidity 
under sepsis or jaundice and quickly became inoperable. Perforation of 
the gallbladder in acute cholecystitis occurred rapidly, and when it per- 
forated, a spreading and almost invariably fatal peritonitis resulted. 

Thus delay in diagnosis was dangerous, but equally dangerous was 
delay in an endeavor to improve the patient’s condition to withstand opera- 
tion. The most one could accomplish was to replace fluid and electrolyte 
loss, provide blood for transfusion, empty the bowels by enema and _ the 
stomach by aspiration, give a protective dose of penicillin (250,000 U), and 
proceed with surgery. 


Choice of Anesthetic.—General anesthesia in these bad risk patients 
was not attended with the hazard we apprehended. There was no anesthetic 
death in any of our cases of biliary tract emergencies. The anesthetic itself 
was not a significant factor in the production of pneumonia. We favor 
cyclopropane for these bad risk patients. Combined with intocostrin the 
results are achieved with minimal quantities of the gas. 


Selection of Operation.—The principle for the management of emer- 
gency situations in elderly bad risk patients was to perform the least 
formidable surgical procedure that would meet the immediate need for 
relief and save life. We adhered to this principle with the earlier patients 
covered by our study. Later we became convinced by the arguments in favor 
of cholecystectomy. We were persuaded to change our tactics because our 
early mortality was high (the want of antibiotics in about the first half of 
our reported cases may have been a factor), and because of the ease with 
which the acutely inflamed gallbladder might be removed.. After analysis 
of the group we recognized the defects of this common practice as applied 
to patients of this type and reverted to our original plan. 

The emergencies were of two varieties. One consisted of occlusion of 
the common duct (15 cases), with rapidly advancing jaundice. In six of 
these, acute cholecystitis was also present. Exploration of the common duct 
with T-tube drainage alone was done in 2 cases, and common duct drainage 
with cholecystostomy in 3 cases. All 5 patients died. Cholecystostomy 
alone was done 3 times for obstructive jaundice with one recovery. Cholecyst- 
gastrostomy was performed twice for obstructing cancer with one death and 
one early survival. Common duct drainage with cholecystectomy was done 
five times, with three deaths and two successful results. Of 15 patients 
presenting obstructive jaundice, 11] failed to survive. These operations were 
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performed, on the average, about the tenth day from the onset. This repre- 
sents the delay incidental to attempts to establish the correct diagnosis and 
to wring the patient into optimura operable condition. Some would have 
benefited from earlier intervention. 

Acute cholecystitis uncomplicated by obstruction of the common duct, 
was represented by 19 cases. Cholecystostomy with drainage was done in 
10, with four recoveries and six deaths. Two of the deaths were due to 
peritonitis from early perforation of the gallbladder. Cholecystectomy was 
performed in the remaining 9, with five recoveries and four deaths. Two 
of these deaths also resulted from peritonitis due to perforations found at 
operation. The third day after onset was the average time for the per- 
formance of these operations. Seven perforations in 19 cases (four of them 
occurring within forty-eight hours of the onset of symptoms) emphasize 
the importance of early intervention. 

In most instances in which cholecystostomy was done during this period, 
it was adopted because the surgeon, owing to the patient’s condition, did not 
dare to perform the preferred cholecystectomy. In the presence of estab- 
lished peritonitis, both procedures were equally ineffective. 

The mortality rate in urgent biliary tract cases was 62 per cent. 
Although the average day of death was the twenty-fifth, and fourteen of the 
twenty-one fatalities resulted from incidental conditions, we include in the 
mortality any death that occurred while the patient was under our control. 
Seven deaths (four from peritonitis, one each from parotitis, liver abscess 
and gas bacillus septicemia) attributable to the disease represent the largest 
group of fatalities. Pneumonia (six) and cardiac failure or coronary 
occlusion (six), together were responsible for more than half of the deaths. 
Cardiac failure, coronary infarction, cerebral hemorrhage and other acci- 
dents reflecting pre-existing or intercurrent disease, must be anticipated in 
patients of this type. Together they argue for the desirability of prompt 
and rapid surgical relief and the employment of the least traumatic procedure 
that will meet the emergency. 


Conclusions Drawn From Study.—Dissatisfied with the results, we 
returned to the policy of doing no more surgery in an acute emergency than 
was demanded to save life. 

This meant the employment of cholecystostomy, the removal of stones 
from the gallbladder, and the institution of drainage to relieve a hydrops of 
the gallbladder, an acute suppurative cholecystitis or an acute jaundice from 
obstruction in the common duct. For the gallbladder that showed beginning 
gangrenous changes, drainage into it and outside it was supplied. Where, 
in obstructive jaundice, a cholecystostomy produced a free flow of bile 
through the cystic duct, no more was done. When this flow did not occur, 
the common duct was drained as well, and, if readily available, an obstruct- 
ing stone removed. The gallbladder was not extirpated. 

Our postoperative treatment was not modified. This consisted in the 
employment of oxygen for six hours or more after operation, the use of 
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transfusions, fluids administered preferably by hypodermoclysis to avoid 
overloading the circulation, the sparing use of salt and of depressing 
narcotics and the liberal administration of antibiotics, vitamins and protein 
hydrolysates. Patients were out of bed usually on the day following opera- 
tion, and when they could do so, were encouraged to walk. 


Results Since Readoption of Principle of Performing the Least Formid- 
able Surgical Procedure That Will Meet Immediate Needs.—Since the 
readoption of this plan, there have been 7 patients who fulfilled these criteria. 
Their average age was 74, the oldest being 89. They suffered from the 
diseases of deterioration characteristic of this group. 

The diagnosis of acute cholecystitis with cholelithiasis was made in all 
and operation performed early. In one there was an associated acute 
cholangitis and one patient had a stone impacted in the common duct (both 
were acutely jaundiced). Two had empyema of the gallbladder. None of 
the gallbladders had perforated, though one was partially gangrenous. In 
each case cholecystostomy was performed, with removal of stones and 
institution of drainage. In one case an impacted stone was removed from 
the common duct as well, and a T-tube inserted. Postoperatively one patient 
suffered a partial wound dehiscence, one developed atelectasis, and another 
bronchopneumonia. All 7 patients recovered and the fistulas healed in all 
but 2. One was operated upon later under more favorable circumstances. A 
cholecystectomy was performed and an uneventful recovery followed. 

During the period immediately preceding our change of policy, 4 
patients, 65 years of age or over, were subjected to cholecystectomy for acute 
cholecystitis, and 3 died. Though cholecystostomy does not cure and may 
be followed by mucous fistula or by recurrence, it is the safer and more 
successful plan for overcoming a grave emergency in the bad risk case. 
We feel justified in pursuing this test. 

We appear to be getting better results with cholecystostomy now than 
we did in our original group. In the early group cholecystostomy was 
reserved for the most desperate cases. Now we have penicillin, as we did 
not in many of the early cases, and we are using blood more liberally and 
bringing our patients to surgery more quickly. All these are important, 
but the simpler operation as a factor of safety is not to be ignored. 


SUMMARY 
Our present policy in acute biliary tract emergencies in aged patients: 
1. In either acute infection or obstruction, operate at the earliest 


practicable moment consistent with bringing the patient into fluid and 
electrolyte balance. 


2. Bring to the patient’s aid every available means of support and 
protection. 

3. Perform, with a minimum of trauma, the least surgical interference 
that will control the immediate life-threatening emergency. 
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4. Postpone to a more favorable time, permitting better preparation of 
the patient, any remedial procedure of more formidable character that the 
underlying pathological process may require. 6 references. 1 table— 
Author's abstract. 


References to Current Articles 


Chemical Studies on Experimental Hepatic Congestion in the Dog. David 
Kershner, T. Campbell Hooton and Wilhelmina G. Feinberg, New York, 
N.Y. Arch. Surg. 57: 24-44, July 1948. 

Injuries to the Bile Duets—Their Prevention and Repair. P. H. T. 
Thorlakson, Winnipeg, Man., Canada. Canad. M. A. J. 60: 119-25, 
Feb. 1949. 


36. Pancreas 
References to Current Articles 

Chronic Recurrent Pancreatitis. 1. Clinical and Laboratory Aspects. R. O. 
Muether and William A. Knight, Jr.. St. Louis University School of 
Medicine, St. Louis, Mo. Gastroenterology 12: 24- 33, Jan. 1949, 

Effect of Exclusive Parenteral Feeding on the Closure of a Pancreatic Fistula. 
Study Made After Duodenopancreatic Resection for Carcinoma of the 
Ampulla of Vater. Peter O, Thomas and Charles A. Ross, St. Louis, 
Mo. Areh. Surg. 57: 104-112, July 1948. 

Carcinoma of the Pancreas. Howard K. Gray, Mayo Clinic, Rochester, Minn. 
Arch. Surg. 57: 763-73, Dec. 1948. 


37. Spleen 


Recurrent Primary Thrombocytopenic Purpura with Accessory Spleens. 
Review of the Literature. Philip Thorek, Ralph Gradman and John S. Welch, 
Chicago, Illinois. Ann. Surg. 128: 304-11, Aug. 1948. 

A case of recurrent primary thrombocytopenic purpura with accessory 
spleens is reported. It was through the monumental work of Werlohf in 
1731, that our foundation of the present concept of this disease was founded. 
The literature is thoroughly reviewed up to the present date. 

The physiology and pathologic physiology of the spleen is discussed as 
relating to this condition. A concept of the overactivity of the spleen is 
described as follows: if this hypersplenism focuses on the red blood cells. 
hemolytic icterus results; if it focuses on the granulocytes, primary neutro- 
penia results; and if it affects the thrombocytes, then essential thrombocy- 
topenic purpura is produced. In cases of hypersplenism, the bone marrow 
becomes hypertrophic, in order to keep up with the overactive destructive 
process of the spleen. Splenectomy is usually indicated in such cases. On 
the other hand, the bone marrow per se may be at fault in its inability to 
produce the blood elements; such a marrow study would reveal a hypoplasia. 
Splenectomy in such conditions is contraindicated. 
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The case herein reported deals with a 22 year old female, who had a 
splenectomy for primary thrombocytopenic purpura 3 years prior to the 
present surgical intervention. At the time of the second operation her 
platelet count had dropped to 6,850, the bone marrow revealed hyperplasia 
which suggested recurrent primary thrombocytopenic purpura associated 
with accessory spleens. At surgery 3 accessory spleens were found, the 
largest the size of a cherry, the second the size of a pea and the third the 
size of a pinhead. These were found in the lesser omentum, and closely 
associated with the pancreas. A remarkable and dramatic result followed 
the removal of these accessory spleens. 27 references. 2 figures.—Philip 


Thorek. 


References to Current Articles 
Splenic Aneurysm and Splenic Enlargement in Pregnancy. H. L. Sheehan, 
University of Liverpool, Liverpool, England, and Ninian M. Falkiner, 
Rotunda Hospital, Dublin, Ireland. Brit. M. J. 4590: 1105-1106, 
Dec. 25, 1948. 


Calcified Cyst of Spleen. John H. Donovan, Comborne and Redruth Hospital, 
London, England. Brit. M. J. 4590: 1106-1107, Dee. 25, 1949, 


38. Genitourinary Surgery 


Retropubic Prostatectomy: Experiences Based on 757 Cases. Terence 
Millan, C. L. O. Macalister, and P. M. Kelly, Westminster Hospital, London. 
Lancet 1: 381-86, March 5, 1949, 


In 919 cases of prostatic obstruction the great preference is for the 
retropubic approach when dealing with the “enucleable” gland. The endo- 
scopic route is reserved for minor subcervical lobes and a medium-sized 
gland in the poor surgical risk. The open method is being increasingly 
used for the latter group. 

In the fibrous prostate group a large number were subjected to the open 
operation. The operation of choice for most scleroses of the vesical neck 
is a transurethral resection. There were no deaths in 23 cases and the 
functional results were good. 

The group with calculus prostatitis includes the small, sclerotic, infected, 
calculus gland which defies digital enucleation. The open operation is 
preferred because of greater completeness and better functional results. 
In less infected cases an intracapsular procedure is used; for more infected 
glands and for older men, radical subtotal prostatectomy is preferred. 

In carcinoma of the prostate the radical operation is used. Estrogen 
therapy is followed for one month and then the patient is given a complete 
retropubic extirpation of prostate, vesicles, and half the bladder base. The 
immediate results are gratifying. 
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In preliminary investigation intravenous urography is used. Blood urea 
is determined routinely. Unnecessary urethral instrumentation is avoided. 
In general, the endoscopic examination is made as a preliminary part of the 
operation. In chronic retention, especially if there is evidence of uremia or 
suburemia, an indwelling catheter is used. In acute retention where the 
general condition is good, an indwelling suprapubic trochar is used. Where 
operation must be delayed a tied-in No. 15 Ch. rubber Tiemann or small 
Foley catheter is used. 

Of 723 cases of benign prostatic obstruction operated on by the retro- 
pubic route, the procedure was secondary in 50 cases. Of these 50 cases 28 
had previously had preliminary suprapubic cystostomy. Urethral catheter 
drainage is generally used where decompression is required; if there is no 
improvement with this therapy, the suprapubic tube is used. 

Complications are fewest after retropubic operations. In 757 cases. 
only 2 deaths were attributed to pelvic cellulitis. Osteitis pubis is becoming 
more common, but it is self-limiting. The average incidence of suprapubic 
fistula was 4.5 per cent. Frank hematuria demands careful watching. The 
average incidence of secondary hemorrhage was 8 per cent. Incontinence was 
persistsent in only 2 cases. Pulmonary embolus occurred 11 times. Funiculitis 
develops in some cases. 

Of 724 cases of benign prostatic obstruction, there were 33 deaths. The 
average hospital stay in 88 one-stage retropubic prostatectomies for benign 
prostatic obstruction was 16.4 days. 26 references. 


Radical Perineal Prostatectomy for Cancer of the Prostate: An Analysis 
of 190 Cases. Hugh J. Jewett, Johns Hopkins Hospital, Baltimore, Md. J. 
Urol. 61: 277-80, Feb. 1949. 


A study of 190 cases of proved cancer of the prostate is presented; 132 
of the cases have been followed. Fifty-two patients or 39 per cent, lived 
or are living five years or more without recurrence or metastasis. Of 63 cases 
operated on prior to 1938, 12 patients, or 19 per cent, lived or are living ten 
years or longer apparently free of cancer. 

In 54 cases with extraprostatic extension, 43 patients had recurrence or 
metastasis, and only 7 lived six to nine years without evidence of cancer. 
Examination of microscopic sections revealed extraprostatic extension in 44 
patients; of these 44 cases, 33 died and 3 are still living with recurrence. 
Five have survived six to nine years without evidence of cancer, and without 
hormonal control. 

In 78 cases with the growth apparently confined to the prostate, 28 
patients have had recurrence. Of the remainder, 40 lived or are living five 
years or more without evidence of cancer. Microscopic sections of the 78 
cases were examined. In 32 instances carcinoma had extended beyond the 
prostate, and in 31 of these there were cells in the perivesicular tissues. In 
no instance were carcinoma cells found in the lumen of the seminal vesicles 
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or vas deferens. Of these 32 cases, 16 died from cancer. Twelve patients 
lived or are living five years or more without recurrence. In 41 of the 78 
cases, microscopic sections showed that the carcinoma was limited to the 
prostate. Eight of these patients later had recurrence or metastases, whereas 
25 have lived five to twenty-seven years without cancer. Jn these 78 cases 
where carcinoma was not grossly extraprostatic, there were 31 cases in which 
a nodule of almost stony consistency lay within one lateral lobe. In only 
five of these did microscopic sections confirm the existence of a_ strictly 
localized carcinoma. In the other 26, carcinoma extended throughout the 
gland. and in 11, cells were present in perivesicular tissues. Of 5 cases with 
microscopically localized cancer, there was no one recurrence. One patient 
died postoperatively, and the other three have survived nine, ten, and twenty- 
seven years without cancer. Of the 78 cases with no evidence of extra- 
prostatic extension, 43 were operated upon prior to May, 1938. Of these 
12 lived or are living ten to twenty-seven years without demonstrable cancer. 
In 2 of these cases carcinoma cells were found microscopically in the peri- 
vesicular tissues in the removed specimen. 

Operative mortality has steadily declined. In 190 cases there were 12 
deaths. In the last ten years there were 6 deaths in 127 cases. Urinary 
incontinence is less troublesome with Vest’s method of vesicourethral 
anastomosis. In 190 cases there were 7 instances of rectovesical fistula, 2 of 
which healed spontaneously. There were 4 cases of persistent perineal 
fistula. 

In properly selected cases the five-year survival rate, without recurrence, 
is 51.3 per cent; the ten-year survival rate, 28 per cent. Radical perineal 
prostatectomy is the procedure of choice for early cancer. 6 references. 1 
table. 


Experiences with Retropubie Prostatectomy. Thomas D. Moore, John 
Gaston Hospital, Memphis, Tenn. J. Urol. 61: 46-58, Jan. 1949. | 


A comparatively brief experience with 46 consecutive retropubic 
prostatectomies following fairly closely the technic described by Millin is 
discussed. In an endeavor to evaluate and compare the procedure with 
primary suprapubic prostatectomy and transurethral prostatic resection, a 
similar number of consecutive cases treated by these two approaches 
respectively are also reviewed. Analysis of the data derived from this study 
indicates that the comparison is fair, in that all of the patients were of a 
similar age group, averaging 70 years, were suffering from essentially the 
same degrees of prostatic obstruction, and were patients with much the same 
infirmities. Their examinations and preliminary preparation were along 
the same lines as was also their postoperative care. 

Although the series is small and does not warrant the drawing of con- 
clusions, there is definite evidence that retropubic prostatectomy is an opera- 
tion perhaps more easily mastered than transurethral resection, but somewhat 
more difficult than removal of the prostate suprapubically. The impression 
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has been gained from this brief experience that the patients are more com- 
fortable in the immediate postoperative period, healing is prompt, the 
operation incurs no greater risk and the period of hospitalization is shorter 
than in those dealt with suprapubically; and about equal to those treated 
transurethrally. 

In the author’s experience the most serious deterrent to the retropubic 
approach is the late complication of osteitis pubis, which developed in 8 of the 
46 cases (17 per cent), with the onset varying from two weeks to as late as 
five months after the operation. In 6 of these, the incision had healed per 
priman without the slightest evidence of infection. Should the prevention of 
this distressing complication prove to be possible, the operation will probably 
become a standard surgical procedure in urologic practice and perhaps will 
replace to a great extent suprapubic prostatectomy for hypertrophies of 


unusually large degree. 8 references. 1 table. 2 figures.—Author’s 
abstract. 


Barge-Bourgain’s Reaction in Genito-Urinary Tuberculosis. O. Sievers 
and Thorwald Bergen, Sahlgrenska Sjukhuset, Gothenburg, Sweden. Acta 
chir. Scandinav. 97: 283-99, Jan. 26, 1949. 


The Barge-Bourgain reaction (BBR) is elicited in guinea pigs infected 
with tubercle bacilli by the injection of the sera of patients with tuberculosis 
around the lymphatic glands. A positive reaction is the development of 
regional redness and swelling within 8 to 10 hours. Control normal animals 
are injected with the same sera, as an aid in determining the presence and 
degree of a positive reaction in the infected animals. Positive reactions are 
graded weak reaction (-+-), positive reaction (+--+), strong reaction 
(+--+ +-) and very strong reaction (-+-+-+--+-). Barge and Bourgain 
regard this reaction as of special value in the diagnosis and determination 
of actitvity of genito-urinary tuberculosis. 

In a series of 111 cases in which the BBR was used, there were 60 cases 
with a definite clinical diagnosis of tuberculosis, including 19 cases of 
pulmonary tuberculosis, 31 cases of genito-urinary tuberculosis and 10 cases 
of tuberculosis of other organs. The reaction was primarily negative in 23 
cases, 38 per cent of the 60 cases. In the 31 cases of genito-urinary tuber- 
culosis there were primarily 12 negative reactions. In 1 case in which 
genito-urinary tuberculosis (not epididymitis) was suspected, the reaction 
was negative; in 7 cases of epididymitis in which tuberculosis was suspected, 
_ the reaction was negative in only | case, strongly positive in 1 case, positive 
(-+-+-) in 2 cases and weak positive (+-) in 3 cases; in 1 doubtful case of 
epididymitis, a weak positive reaction was obtained. In all of the 17 cases” 
of non-tuberculous disease of the genito-urinary tract the reaction was 


negative and in 23 cases of other non-tuberculous disease the reaction was 
also negative. 
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The findings in the cases of genito-urinary tuberculosis indicated that 
BBR was of definite value in early diagnosis, as in some instances the reaction 
was positive before a bacteriological examination was positive; in some cases 
later renal involvement was demonstrated in cases followed up solely 
because of a positive BBR. In all but 1 of the cases in which the BBR was 
primarily positive, there were signs of activity of the disease. 

Operation was not done on any patient in the authors’ series when the 
BBR was + + + or + + positive; 3 patients operated on when the reaction 
was weakly (-+-) positive had no complications. But it was noted that some 
patients operated on when the reaction was weakly positive or negative 
showed a positive reaction + -+- or +-+-+- immediately after operation, 
indicating that bacterial products, or possibly bacteria, are forced into the 
blood stream during operative manipulations. Follow-up of patients showed 
that the BBR became negative much more slowly in those discharged from 
the hospital with the reaction still positive than in those patients who were 
kept under hospital treatment until the reaction was negative. 7 references. 
1 table. 


Early Renal Carcinoma in Situ. Detected by Means of Smears of Fixed 
Urinary Sediment. N. Chandler Foot and G. N. Papanicolaou, Cornell 
University Medical College, New York, N. Y. J. A. M. A. 139: 356-58, Feb. 
5, 1949. 


This paper is essentially a case report, but it has wide implications 
in the treatment of renal carcinoma. An elderly white woman was admitted 
to the New York Hospital with the sole complaint of having passed bloody 
urine for two weeks prior to admission. On admission there was frank 
blood and clots in the urine. She had no other symptoms of note save for 
vague pains in the back which were located on the side opposite from the 
lesion ultimately discovered in the right kidney. As a matter of routine, a 
sample of urine was submitted to the Laboratory of Exfoliative Cytology 
and carcinoma cells were detected. Accordingly, urine was segregated by 
ureteral catheterization, separate samples being withdrawn from each side; 
during this procedure the cystoscope failed to reveal any intravesical lesion, 
but blood was seen to emerge from the right ureter. The report on the 
specimen from the right side was “Class 5” (conclusively carcinomatous ) 
while that from the left was “Class 1” or completely negative. Several 
specimens were then taken on subsequent days, the reports being similar. 
Roentgenographic studies of the renal pelves showed nothing abnormal. 

On the strength of these reports, plus hemorrhage from the right ureter, 
nephrectomy was performed on the right side. The specimen showed some 
blood in the lower calices of the kidney, but there was no gross evidence of 
tumor. Microscopic sections made from blocks taken from the three lower 
calices revealed transitional carcinoma in situ in the caliceal mucosa and 
early carcinomatous transformation of the epithelium of the collecting 
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tubules in the pyramids adjacent to this. The smears had shown clusters of 
cells, as well as scattered elements, in every way similar to those observed 
in sections of the tumor; the comparison was striking. 

This case naturally poses questions: is it advisable to ablate a kidney 
on the basis of evidence of positive smears from the sediment of segregated 
urinary specimens? Had the kidney not been thus promptly removed, would 
not the transitional carcinoma have become too advanced in the course of a 
month or two for successful operation? The authors conclude that operation 
was amply justified by the outcome of this case. The surgeon must be sure 
of his ground, he must be certain concerning the competence of the cytologist 
who makes the diagnosis and the clinical evidence must dovetail perfectly 
with the laboratory findings. Usually, it is best to insist on positive biopsy 
confirmation of the findings in smears; in this instance biopsy was manifestly 
impossible. 77 references. 5 figures.—N. Chandler Foot. 


Instrumental Visualization of the Renal Pelvis and Its Communications. 
Proposal of a New Method. Preliminary Report. Harry R. Trattner, St. 
Vincent Charity and Cleveland City Hospitals and Western Reserve Univer- 
sity, Cleveland, O. J. Urol. 60: 817-37, Dec. 1948. 


The addition of intravenous to retrograde urography has led to an 
increase in diagnostic accuracy and to further developments in upper urinary 
tract studies. Despite this advance, there remains a small but important 
percentage of cases in which all present methods fail either in diagnosis, 
therapy, or both. To reduce still further this percentage of failure appeared 
a worthwhile general objective. 

Toward these ends a visual procedure is proposed for application, when 
conditions permit, to the renal pelvis and its communicating channels. This 
procedure has been done with realization of limitations and dependence of 
the method on the condition of the patient, and the anatomic and pathologic 
states of the renal, perirenal, ureteral, renalpelvic structures, ete. 

Advantages include: (1) possible earlier diagnosis of tumor of renal 
pelvis and kidney than has heretofore been attainable, for the instrument’s 
use may be indicated in instances of hematuria in the presence of a normal 
pyelogram or questionable pyelographic defect, particularly when nothing 
abnormal can be discovered on the surface of the kidney or its pelvis at the 
time of operative exposure; (2) diagnosis and possible removal of calculi in 
certain types of lithiasis; (3) the possibility of isolation of renal segments 
of the one kidney by catheterization of their major drainage channels for 
differential urine examination, dye-function tests or radiography of a renal 
segment thus isolated; (4) diagnosis and possible therapy of uncommon 
lesions indiscernible otherwise, such as valve or ledge of ureteropelvic 
junction, leukoplakia of renal pelvis, pyelitis cystica, granulosa, ete.; 
(5) avoidance or reduction of the instances of unguided nephrotomy by 
insertion of wire through a suspected infundibulum for penetration through 
the renal parenchyma of this area so that a localized and more exact 
nephrotomy can be performed. 
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It is obvious that the measures outlined above may be of extraordinary 
importance in certain lesions involving a solitary kidney, since conservation 
of renal substance is mandatory. It should be realized that the procedure 
is delicate, intended for use when other well-known methods are not applic- 
able or fail. Before attempting its employment in the living patient, the 
operator should familiarize himself with the anatomy of the concerned 
structures, with what he can visualize and perform by practice in the excised 
kidney and the intact organ at autopsy. The operator must guard against: 
(1) wound contamination; (2) dissemination of infection by back-flow 
phenomena, etc.; (3) prolonged renal anoxia; (4 tearing of pyelotomy 
incision into the crucial area of the ureteropelvic junction so as to avoid post- 
operative stricture. The contraindications are: (1) when conditions do not 
permit sufficient mobilization of the kidney with safety because of dense 
adhesions, short vascular pedicle, ete.; (2) inaccessibility of renal pelvis 
because of its type or pathologic involvement; (3) when the renal pelvis is 
too delicate or friable; (4)when pyelotomy and purse-string suture cannot 
be performed within an adequate area sufficiently removed from the uretero- 
pelvic junction; (5) in most of the acute inflammatory conditions, as well 
as in renal tuberculosis. The operative technic is discussed at length. 5 
references. 19 figures.—Author’s abstract. 


Cryptorchism. Lloyd G. Lewis, Georgetown University School of 
Medicine, Washington, D.C. J. Urol. 60: 345-56, Aug. 1948. 

As noted by Felix and other embryologists, there is no internal descent 
of the testis. 


The function of the cremaster muscle in drawing the testis through the 
inguinal canal, as described by John Hunter and by Curling, is evident from 
experimental observations on young rats. When the genitofemoral nerve is 
divided before testicular descent has taken place, the gland remains in the 
abdomen. When the innervation of the cremaster is divided after descent of 
the testis, that gonad cannot be drawn up into the abdomen like its normally 
innervated mate. When the testis has been manually replaced in the abdomen 
after section of the genitofemoral nerve, it remains in the abdomen unless 
manually expressed. Descent into the scrotal sac depends on normal develop- 
ment of the scrotum and of the third inguinal ring. Hormone therapy may 
bring about descent of the testis by activation of the normal mechanism, 
provided no anatomic or pathologic condition prevents transit through the 
inguinal canal. 

Anterior pituitary-like hormones will advance puberty in boys nearing 
that phase of their normal development. The use of gonadotropic hormones 
will hasten descent of the testis only in those patients whose testes would 
normally descend at puberty. The use of hormones at or shortly before 
puberty may prevent unnecessary surgery. 
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If the testis does not descend after use of 30,000 rat units of anterior 
pituitary-like substance in dosage of 500 rat units twice or three times a 
week, surgery is indicated without delay. Spermatogenesis following 
orchiopexy depends upon preservation of the internal spermatic vessels. An 
operation for correction of abdominal cryptorchism suggested by Fruin and 
previously described by Frangenhain is illustrated. The retroperitoneal space 
is exposed by adequate abdominal incision. The sheath of the internal 
spermatic vessels and the sheath of the vas is incised for its full length to 
allow placement of the testis in the scrotum without tension. When the vessels 
are not long enough to transverse the inguinal canal, a new opening through 
the abdominal wall medial to the deep epigastric vessels is made. This new 
opening is at the site of a direct inguinal hernia. This operation compensates 
for about 2 inches deficit in the length of the internal spermatic vessels which 
must be preserved if spermatogenesis is to follow orchiopexy. 64 references. 
4 figures.—Author’s abstract. 
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39. Gynecologic Surgery 


Endometriosis — Its Surgical Significance. A Critical Analysis of 179 
Cases. Francis J. Kelly, Amarillo, Tex. and K. Ramsay Schlademan, Fort 
Wayne, Ind., Surg., Gynec. & Obst. 88: 230-36, Feb. 1949. 


Endometriosis is generally considered to be a lesion containing ectopic 
uterine mucosa. 

Many authors recently have confirmed their remarks to the extrauterine 
manifestation and for this reason it was felt worth while to study the problem 
in its entirety. Though cognizant of the very probable difference in origin 
of the two types (intrauterine and extrauterine), we were especially inter- 
ested in two factors which could be affected by endometriosis regardless of 
location. One is the too infrequently emphasized symptom of progressive 
dysmenorrhea and the second is the incidence of absolute fertility following 
surgical management as determined by careful follow-up study. 

During 1,991 consecutive abdominal gynecologic operations 179 (8.9 
per cent) histologically verified cases of endometriosis were found; these, 
together with follow-up study, form the basis for this paper. The average 
age of these patients was 38 years, the youngest 20, and the oldest 65 years. 
The serious consequences of the unrecognized tumor requires no elaboration 
and it becomes imperative for the surgeon to search carefully and to recog- 
nize the characteristic bluish-black dots on the pelvic peritoneum. 

The microscopic picture of extrauterine endometriosis is that of 
well defined endometrial glands surrounded by endometrial stroma varying 
in amount from little or none to a definitely stromal collar. Those implants 
influenced by hormones contain extravasated blood and hemosiderin laden 
phagocytes. 

The clinical diagnosis is admittedly difficult because of the variable 
history, symptoms and physical findings. There is one symptom, however, 
toward which particular attention was directed in this review. This is the 
factor of increasing or progressive dysmenorrhea. One out of 3 patients 
complained of increasing dysmenorrhea. This takes on added significance 
when it is noted that only 48.2 per cent complained of the repeatedly 
emphasized symptom of acquired dysmenorrhea which, though important, is 
part of the symptom complex of many disorders of the female genital organs. 
The distinction is important and should not be confused. With a complaint 
of painful periods it should be determined whether or not the dysmenorrhea 
has been present since menarche or has been acquired following normal 
menstrual cycles. In most cases of endometriosis, the latter situation will 
have prevailed. If the patient further states that her dysmenorrhea, acquired 
or not, has become progressively intense with each succeeding cycle, the 
diagnosis rests with endometriosis. One out of 4 complained of an increased 
amount of flow at the menstrual period. In this series the diagnosis was made 
correctly in 14.5 per cent. In this connection it is to be noted that had the 
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symptom of increasing dysmenorrhea been regarded as indicative of endo- 
metriosis, as we now believe it should be, the diagnostic index would have 
more than doubled to 33.5 per cent—the percentage of patients with thos 
complaint. 

The choice as to the correct type of operation to be employed is not 
always clearly defined. The extent and location of the lesions are of primary 
consideration, though the age of the patient is a factor, especially in those 
over 40 years. Most surgeons are in agreement with the statement that it is 
well worth while to spend thirty minutes or more if necessary, excising 
individual lesions than to perform the more radical procedures. In our 
series it was necessary to do the more radical procedures in 132 patients. 
One hundred and thirty of these required hysterectomy (72.6 per cent) 
while the remaining 2 patients were treated by bilateral oophorectomy alone. 

Perhaps the most important factor in a discussion of endometriosis is 
its relation to fertility, both prior to and following surgery. This is of 
special consideration to the patient in the child-bearing age. If conservative 
surgery is to be practiced, what chance will the patient have of becoming 
pregnant following conservation of the reproductive organs? We believe it 
is sufficient to warrant the plea to err on the side of conservatism rather than 
to employ specific treatment and destroy ovarian function at tthe time of 
surgery. Following surgery 38 patients in this study could be classed as 
relatively fertitle: that is. pregnancy was both theoretically and practically 
possible as far as could be determined. The average age of this group 
of patients was 31 years. It has been possible to follow these patients a 
minimum of two years and maximum to date of six years. Though a longer 
follow-up interval would be desirable, the results during this time serve to 
reemphasize the value of conservative surgery whenever possible. Eleven 
pregnancies have occurred in 23.7 per cent of these 38 patients, and all 
oceurred within four years following surgery. Two patients have been 
pregnant twice during this time, neither of whom had previously been 
pregnant. 19 references. 6 tables. 3 figures.—Author’s abstract. 


Vesicovaginal Fistula and Its Management with a Description of an 
Intravesical Operation for Certain Difhicult Cases. Louis E. Phaneuf and 
Roger C. Graves, Carney Hospital, Boston, Mass. Surg. Gynec. & Obst. 
88: 155-09, Feb. 1949. 


In the closure of vesicovaginal fistula the preoperative preparation of 
the patient is extremely important. We look upon this as a combined 
gynecological and urological problem, Cystoscopy is performed, the ureteral 
orifices are identified, their relation to the fistula is noted, the irritated skin 
and vaginal surfaces are healed, and any infection in the urinary tract is 
overcome before the operation is attempted. 

The suture material that we employ depends upon the type of operation 
that is to be performed. For the typical Sims operation we use silver wire 
sutures, and, more recently, rustless alloy steel wire sutures, recommended by 
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W. Wayne Babcock. For operations in which complete mobilization of the 
bladder is obtained, we use fine chromic catgut. 

Because of the many varieties of vesicovaginal fistulas encountered, 
different types of operation have been proposed. As a general principle a 
vesicovaginal fistula may be reached for closure by four different means of 
approach: (1) vaginal closure, (2) intravesical closure, (3) intraperitoneal 
closure and (4) extraperitoneal closure, through a Pfannenstiel incision. In 
rare instances, colpocleisis may be employed, and, as a last resort, for 
irreparable fistulas, ureterointestinal anastomosis. The Schuchardt incision, 
usually performed on the left side, is very valuable in exposing a fistula that 
is located high in the vagina, especially one that occurs after a panhysterec- 
tomy, and which is situated in a scarred, retracted vaginal vault. Suprapubie 
bladder drainage is one of the most important advances that have been made 
in the management of vesicovaginal fistula. It is used in all of our supra- 
pubic intravesical operations, as well as in our difficult cases, wherein closure 
was obtained through the vagina. Obviously, diversion of the urinary 
stream is necessary during the process of healing, and the suprapubic tube 
affords more certain drainage than does the urethral catheter. We have 
employed suprapubic drainage in 32.5 per cent of our cases. The suprapubic 
intravesical closure, which we advocate in certain difficult cases in which the 
fistula cannot be reached by the vaginal approach, is described and illus- 
trated. 

The end-results of 40 vesicovaginal fistulas are presented. The vaginal 
operation was performed in 27 cases; in one of these cases successful vaginal 
closure was effected by another surgeon after two failures on the gynecological 
service of the Carney Hospital. Suprapubie extraperitoneal closure through 
a Pfannenstiel incision was carried out in | case; colpocleisis in 2 cases, and 
intravesical closure in 4 cases. Ureterointestinal anastomosis was performed 
in 6 cases by Dr. Graves. 

The results in these 40 cases of vesicovaginal fistula were: no deaths in 
the series; 39 patients obtained satisfactory closure and urinary continence. 
One woman who had been sent to us from San Francisco, had large fibromyo- 
mata and a vesicovaginal fistula, the size of a silver half-dollar, this fistula 
having occurred after a high forceps delivery nine years previously. A 
panhysterectomy and bilateral salpingo-oophorectomy was performed by 
Dr. Phaneuf for the fibromyomata. Subsequently the fistula was operated 
upon by the suprapubie intravesical approach, and converted from. its 
original size to the size of a pin-point opening. She was advised to consult 
Dr. Frank Hinman of San Francisco when she returned to her home. A 
letter received from him in June, 1947, stated that cystoscopy had revealed 
a small fistulous opening in the bladder, about 4 mm. in diameter, in the 
superior portion of the scar, on the right side. A functioning right ureter was 
not found. Dr. Hinman was hopeful that this remaining fistula could be 
closed successfully. 

The abstracts of four cases in the series, with special features, are 
presented in the original paper. 9 references. 10 figures.—Author’s abstract. 
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One Hundred Cases of Congenital Absence of the Vagina. Allen L. 
Bryan, Joseph A. Nigro and Virgil S. Counseller, Mayo Clinic and Mayo 
Foundation, Rochester, Minn. Surg. Gynec. & Obst. 88: 79-86, Jan. 1949. 


Creation of an artificial vagina in congenital absence can be done with a 
procedure which is technically very simple and which results in a vagina 
normal in depth, diameter, and mobility. In our series of 14 cases there was 
no mortality and minimal morbidity, varying with the amount of pelvic 
cellulitis. The operation consists of tunneling in the rectovesical septum, 
using mainly blunt dissection and then allowing the epithelial buds in the 
tract to proliferate and line the new vagina. Immediate biopsy upon opening 
the vaginal tract revealed squamous epithelium. Grafting is usually not 
necessary because of the marked tendency of epithelial buds in the newly 
dissected tract to proliferate. The vaginal canal remains patent as a result 
of the extended use of a vaginal mold made of lucite which is non-irritating. 
The mold should be worn continuously for at least six months, being removed 
only for cleansing and intercourse. The long continued use of the mold is 
of prime importance. However, if there is difficulty in controlling the bleeding 
or in elevating the peritoneum, or if the vaginal tract cannot be opened up 
with ease, then a Thiersch graft over a mold should be used. 

Reconstruction of an artificial vagina should be attempted only in 
cooperative patients who are married or are contemplating marriage in the 
very near future, or in the occasional case of hematometra, because unsatis- 
factory results may be expected if the patient is one who will not wear the 
obturator indefinitely or who is unable to have marital relations because 
of her unmarried status. The great majority will not require surgical removal 
of the uterus or its adnexa, because these are usually atrophic or asympto- 
matic. 

Not infrequently, these patients have an associated congenital anomaly 
of the urinary tract which may require surgical interference, ectopic pelvic 
kidneys which may be injured during intercourse or infected hydronephrotic 
kidneys lying in the pelvis. Ureterovaginal fistula may result from anomalous 
insertion of a ureter. Other types of surgical procedures used in the formation 
of an artificial vagina include bowel transplants, labial grafts, grafts from 
the thigh, and simple pressure. 

When a Thiersch graft is used over a mold the results are usually very 
satisfactory, but it is a more difficult procedure. There is a greater 
tendency toward formation of granulation tissue, and some areas will need 
regrafting. This may result in more contractions than when no graft is 
used. 

In bowel transplants the mortality is high and the percentage of good 
results is low. Many of the patients complain bitterly of the vaginal dis- 
charge, and there is danger of infection. 

Operations in which pedicle grafts are used necessitate longer hospitali- 
zation and multiple stages, they are more difficult of performance than is 
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simple reconstruction, and they have a higher morbidity. If sloughing 
occurs, the operation cannot be repeated easily and there is undesirable 
distortion and mutilation of the vulva. 

Simple pressure sometimes results in an inadequately short vagina. 
56 references, | figure.—Author’s abstract. 


The Desirable Management of Fundal Carcinoma. Lewis C. Sheffey 
and Warren R. Lang, Jefferson Medical College and Jefferson Medical 
College Hospital, Philadelphia, Pa. Surg. Clin. North America 28: 1425-44, 
Dec. 1948. 


The etiologic factors in the genesis of fundal (endometrial or corpus) 
carcinoma are presumed to be related to estrogenic activity. Previously, 
postmenopausal endometrial hyperplasia was considered an important 
antecedent of the disease, but atrophic endometria in significant percentages 
have also been reported. Certainly, the incidence of fundal carcinoma with 
estrogen-producing ovarian tumors (granulosa cell and theea cell) is higher 
than can be accounted for by mere coincidence. Prolonged estrogenic adminis- 
tration has been followed by carcinoma, but direct relationship is merely 
conjectural. Women who have had radium for benign menopausal bleeding 
have three times the chance of developing the disease as compared with 
women who have not received such therapy. The high incidence of fibromyo- 
mata uteri with endometrial carcinoma also fits in with estrogenic stimulation, 
not necessarily of ovarian origin, as a possible factor in the production of the 
disease. 

With this type of malignancy various peculiarities are frequently found: 
obesity, hypertension, diabetes mellitus, absence of anemia. The average 
age on diagnosis is 59 years and the majority (80 per cent) are therefore 
postmenopausal. Approximately one-third of the patients are nulliparous, 
and one-half of these are spinsters. Menorrhagia in the premenopausal and 
menopausal epochs is a common finding. Irregular bleeding at the climae- 
teric should not be attributed to “change of life” and estrogens administered, 
The mere presence of an obvious cause for bleeding. e.g., fibromyomata, 
senile vaginitis or cervical polyp should not sidetrack the wary in searching 
for malignancy as a cause for bleeding. 

Fstrogenic therapy for menopausal manifestations of a vasomotor 
nature may confuse the picture by producing “withdrawal” bleeding and 
thus make diagnostic curettage imperative in order not to overlook possible 
malignancy of the fundus. The cytologic smear is certainly of value, both 
as a screening and as a diagnostic procedure, but the final diagnosis must 
rest upon careful curettage. Aspiration curettage is inadequate and often 
misleading. 

As with cancer elsewhere, three methods of therapy, alone or in 
combination, are available: surgery, x-ray and radium. Whereas surgery, 
frequently incomplete, was originally the sole method of choice, it has 
become apparent that preoperative irradiation, by attenuating and sometimes 
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eliminating the growth, reducing infection and sealing lymphatics, renders 
subsequent surgery more effective (i.e., complete hysterectomy with bilateral 
salpingo-oophorectomy six to eight weeks later). Preoperative irradiation 
technies vary and different types of radium applicators and radium sources 
are employed by different workers. Also, some clinics precede surgery with 
external high voltage x-irradiation instead of radium. 

At the Jefferson Clinie, preoperative irradiation with radium is 
employed whenever possible. At the time of curettage in the suspicious 
case, two or three capsules of 50 mg., each screened with 1.5 mg. of platinum 
and of 2.5 em. active length are encased in pararubber tubing and placed in 
tandem in the uterine cavity. A four-hour report is requested on the curettings, 
and if the latter are reported as nonmalignant, an appropriate dosage is 
administered. Otherwise, a total dosage of approximately 5,000 mg. hours 
is given if fundal malignancy is present. Recently, smaller multiple sources 
as advocated by Arneson and others have been used. Surgery is carried out 
six to eight weeks later. This is spoken of as the “planned treatment technic.” 
In 23 patients followed for five to ten or more vears, 21 (91.2 per cent) have 
survived for that length of time. Managed in addition by this technic are 
36 more patients. of whom 35 have survived from one to four years, 1 to 
date having died from recurrence with metastases. These results far surpass 
those attained with x-ray, radium, or radium and x-ray (47 per cent) or 
surgery alone (51 per cent). 32 references. 4 figures.—Author’s abstract. 

(As these authors point out, radical surgical excision is rapidly becoming 
the treatment of choice in operable uterine cancer as in cancer elsewhere. 
Irradiation is of definite value as a preoperative preparatory measure but 
need no longer be relied upon as the sole therapeutic agent in good clinics 
with skilled surgeons, providing there is no contraindication to operative 
intervention..-A. W. B.) 
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40. Vascular Surgery 
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41. Arteries 


The Collateral Circulation. J. R. Learmonth, University of Edinburgh, 
Scotland. J. internat. chir. 8: 1008-22, Nov.-Dec. 1948. 


In obstructive lesions of large arteries, the maintenance of an adequate 
collateral circulation is an important part of treatment. This depends upon 
the number and caliber of the available collaterals and on maintaining an 
adequate blood pressure. Collateral vessels function best when they return 
blood to the main vessels distal to the point of interruption. Pathologic 
conditions that interfere with adequate collateral circulation include arterial 
spasm and thrombosis. 

From his study of arterial spasm, the author finds that it resembles the 
contraction of the smooth adductor muscles of molluses. If this is so, the 
interruption of efferent constrictor pathways is not sufficient to release spasm; 
the activity of efferent dilator pathways must also be maintained and stimu- 
lated. It is suggested that improvement in the treatment of arterial spasm 
will come from an application of the Lovén reflex—local vasodilatation but 
general vasoconstriction produced by the stimulation of a sensory nerve 
innervating a given area. If there is a possibility of consecutive thrombosis 
in a large blood vessel or its branches, the administration of heparin is 
indicated, as even in small doses, heparin may retard the progress of throm- 
bosis and allow collateral circulation to become adequate. 

In the treatment of obstructive lesions of large arteries the author 
prefers to employ non-operative methods of securing vasodilatation, which 
include rapid restoration of blood volume and maintenance of adequate 
blood pressure, avoidance of pain, and provision for rest and sleep. Tissues 
that are ischemic should not be heated but should be kept at a temperature 
of 15 to 20 C. During the acute phase immediately following the obstruction 
of a large artery, sympathectomy does not appear to be more effective than 
other methods of securing vasodilatation. After the collateral circulation is 
sufficient to assure the survival of tissue, sympathectomy may be of value to 
guard against minor nutritional lesions, if the age of the patient is such that 
the blood vessels are capable of dilating. 5 references. 


Necrotic Lesions of the Leg in Arterioselerosis. Edward A. Edwards, 
Tufts College Medical School, Boston, Mass. New England J. Med. 
239: 571-75, Oct. 14, 1948. 


In the presence of arteriosclerosis, necrotic lesions may occur, not only 
in the toes or feet, but more proximally in the leg. Such necrotic lesions 
may arise spontaneously; a blue-red area, that rapidly turns black, appearing 
suddenly. In such cases, the limb shows evidence of arteriosclerosis of 
severe degree with ischemia of long standing. Although the exact cause of 
these necrotic lesions has not been determined, they probably result from 
spontaneous thrombosis in small arteriosclerotic arteries. Similar necrotic 
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lesions may be due to local trauma or infection; the varicose ulcer is the most 
common type of superficial infection of the leg in patients with arterio- 
sclerosis. 

Except in cases of small spontaneous ulceration, patients with arterio- 
sclerosis and necrotic lesions of the leg should be treated in the hospital. If 
the necrosis is widespread and deep and ischemia is pronounced, or if there 
is acute spreading infection not controlled by intensive chemotherapy, 
amputation is indicated; division of both femoral veins should also be done, 
or if the amputation wound is closed, dicumarol may be given. If the necrosis 
has not extended into the deeper tissues and if the infection is controlled by 

chemotherapy, conservative treatment is indicated. General chemotherapy 
is important, but bland local applications should be used; the author prefers 
wet dressings, especially tyrothricin solution (0.5 mg. per ec.). If there: is 
definite evidence of venous thrombosis, a bilateral division of the femoral 
veins is indicated: if not, dicumarol or heparin is given prophylactically. 
Lumbar sympathectomy is of value in some cases for increasing local blood 
flow, but it is indicated only if there appears to be a good chance of avoiding 
amputation. In old patients with extensive arteriosclerosis, sympathectomy 
may have no favorable effect. As a rule, in patients over fifty-five years of 
age, the skin-temperature response to spinal anesthesia should be determined 
and be satisfactory before sympathectomy is done. High division of the 
saphenous vein is indicated for the treatment of varices. Conservative 
treatment may result in healing of the necrotic area; in other cases there may 
he a granulating area suitable for skin grafting, especially if “pin-point” 
grafts are used. If conservative treatment does not result in control of 
infection and limitation of the spread of the necrotic area in seven to ten 
days, amputation is indicated as a rule. Six illustrative cases are reported, 
3 of which were of the spontaneous type. Conservative treatment was suc- 
cessful in 3 cases (including 2 in which sympathectomy was done); amputa- 
tion was done in 2 cases; amputation was advised but refused in 1 case, the 
patient dying from sepsis in six weeks. 4 references. 8 figures. 


42. Veins 


With Special Reference to the Acid-Peptic Factor in the Causation of 
Hemorrhage and Extensive Gastric Resection in Its Treatment. Jvan D. 
Baronofsky, University of Minnesota Medical School, Minneapolis, Minn. 
Surgery 25: 135-68, Jan. 1949. 


There have been various methods, surgical and medical, attempted in 
the treatment of hematemesis associated with portal hypertension. The 
association of portal-bed block and the resultant portal vein hypertension 
has been -accepted as one of the main etiologic agents necessary before 
hemorrhage into the upper intestinal tract can oceur. However, the nature 
of the bleeding of so-called “esophageal varices” is a little mystifying. Why 
cannot blood backed up into the portal veins flow easily into the systemic 
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veins? There is no real gravity problem as in varicose veins of the lower 
extremities and hemorrhoids. Patients with obstruction of the superior vena 
cava exhibiting esophageal varices apparently do not bleed. It hardly seems 
reasonable to assume that mere hydrostatic distention of these veins and the 
eventual rupture is the sole cause of the hematemesis. 

With this in mind, the acid peptic factor of gastric secretion was explored 
both experimentally and clinically. Animals with portal hypertension pro- 
duced in them were subjected to histamine-in-beeswax. The animals invari- 
ably had bleeding associated with the portal hypertension in a very short 
period of time. When extensive gastric resection was performed, the 
prevention of bleeding due to portal hypertension was obtained. Ordinary 
three-quarter resection did not protect against this bleeding. It thus suggested 
that gastrectomy (extensive) might be indicated in those cases of bleeding 
due to portal hypertension. In the cases surviving the operation, excellent 
results were obtained by means of either extensive or total gastric resection. 

We have come to learn that selection of patients for extensive gastric 
resection is a sine qua non in portal hypertension. Liver function must be 
average or better. Those cases that did not survive invariably had very poor 
liver function. The presence of ascites need not deter one from surgery. 

In addition to removing the acid peptic digestive juices, gastrectomy 
will remove an additional source of blood inflow into the portal system. The 
use of air-vent suction has materially aided in the prevention of sub-phrenic 
abscess following splenectomy and total gastrectomy. This operation is 
suggested as a treatment for hematemesis subsequent to portal hypertension. 
165 references. 4 tables. 11 figures.—-Author’s abstract. 


Venous Obstruction in the Upper Extremity. £. S. R. Hughes, Connaught 
Hospital, London, England. Brit. J. Surg. 30: 155-63, Oct. 1948. 


Cases of venous obstruction in the upper extremity of an otherwise 
healthy individual were originally recorded by Paget (1875) and Schrotter 
(1884). The five cases reported in this paper, three women and two men 
whose ages vary from 22 to 60 years, illustrate the clinical features of the 
condition. The patients are typically active individuals: swelling of the 
arm is usually the initial symptom and it assumes a bluish discoloration. The 
superficial veins become distended and, on occasion, an apparently throm- 
bosed axillary vein can be palpated. Direct radiological examination is 
negative almost invariably; venograms have not been useful in elucidating 
the etiology or the pathology. Systemic disease is very rarely present. 
The majority of reported cases have occurred in males and in the right arm: 
and although the onset has been attributed to trauma or to strenuous exercise 
this has frequently been absent. 

An aortic aneurysm compressing the innominate vein, and malignant 
glands in the neighborhood of the subclavian and axillary veins may cause 
venous obstruction in the arm: sometimes cardiac failure is complicated by 
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thrombosis of these vessels. However, the signs of obstruction of the main 
venous outflow from the upper limb in a perfectly healthy patient leave little 
doubt as to the diagnosis. 


Residual symptoms, the severity of which depend on the efficiency of the 
collateral circulation, are common. Fatal or non-fatal embolism is rare; 
indeed, it is doubtful if it has ever occurred. Involvement of the opposite 
arm is most unusual. Infection cannot be regarded as anything but a very 
occasional cause. 

Various theories have been suggested, such as injury to the vein by the 
head of the humerus, the tendon of pectoralis minor, the costoclavicular 
ligament or the clavicle. But it is impossible from an analysis of the move- 
ments of the shoulder girdle in these patients to select any single action as 
the main one responsible. Moreover, if the lesion be primarily a torn intima 
acting as a focus for thrombus formation, one might expect a thrombus 
always to be found on surgical exploration; actually this is not so. Again, 
the absence of embolic phenomenon is difficult to explain with these theories. 

The author investigated the problem during 20 autopsy examinations; 
in one case he found a phrenic nerve passing anterior to the subclavian vein; 
on depression of the diaphragm, the subclavian vein was completely occluded 
between the nerve and the tendon of secalenus anterior. This abnormality 
is probably not uncommon; on occasions the nerve may pass through the 
subclavian vein. The author suggests that a prevenous phrenic nerve is a 
cause of venous obstruction in the upper extremity. It offers an explanation 
for the apparently permanent obstruction. The greater tension on the nerve 
with the deeper respirations of males, or that produced by exercise or by 
sleep are predisposing circumstances; while the shorter and more direct 
course of the phrenic nerve on the right side provides an explanation for the 
preponderance on this side. 

In the treatment, anticoagulants should be used to inhibit the propagation 
of any thrombus. Peravertebral sympathetic blocks cause dilatation of the 
collateral vessels and assist in the re-establishment of the circulation. Where 
severe disability persists, a venous anastomosis might be considered. 58 
references. 10 figures.—-Author’s abstract. 


(An interesting suggestion as to the cause of certain venous obstructions 
in the upper extremity. Further investigation is indicated.—. A. B.) 


References to Current Articles 
Evaluation of the Various Clinical Signs of Thrombophlebitis and Experience 
in Therapy with Anticoagulants. Davitt A. Felder, University of 
Minnesota, Minneapolis, Minn. Surg., Gynec. & Obst. 88: 337-50, 
March 1949. 
Postphlebitic Sequelae. Alton Ochsner and Michael DeBakey, Tulane 
University of Louisiana, Charity Hospital and Ochsner Clinic, New 


Orleans, La. J. A. M. A. 139: 423-29, Feb. 12, 1949, 
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43. Orthopedic Surgery 


Resection of the Clavicle in Lesions of the Cervical Plexus (La resezione 
della clavicola nelle lesioni del plesso cervicale). G. Morandi, Putti’s 
Orthopedic Clinic, Bologna, Italy. Chir. d. org. di movimento 32: 336-46, 
Fase. 5, 1948. 


Since 1942, 16 resections of the clavicle were done in a total of 19 
patients subjected to interruption of continuity of the clavicle in order better 
to get at the lesion of the cervical plexus. It was found that the definitive 
resection shortened the time of operation, provided the only adequate means 
of reaching the lesions of the lower portion of the plexus and often provided 
the only means of uniting, without tension on the sutures, of the interrupted 
nerve ends. Inthe heavy, short-necked individual the resection was necessary 
no matter what the level of the lesion. 

In this material there was no appreciable bad effects arising from the 
resection. The shoulder was not so lowered or so narrowed by this procedure 
as to be noticeable through the ordinary clothing and there has been no 
recurrence of pain or other discomfort from the pressure of callus or over- 
riding of bone ends which is so often reported in cases of simple osteotomy 
of the collar bone in these patients. 28 references. 6 figures. 


References to Current Articles 
Developmental Coxa Vara. A. B. Le Mesurier, Toronto, Canada. J. Bone 
& Joint Surg. 30-—B: 595-005, November 1948. Reports 16 cases of 
developmental coxa vara. 15 in children, | in an adult: 3 of these cases 
were treated by bone grafting. 12 references. 18 figures. 


44, Fractures 


See Contents for Related Articles 


45. Dislocations 


See Contents for Related Articles 


46. Bones 


The Treatment of Chronic Osteomyelitis with Split-Thickness Skin 
Grafts. Charles E. Stebbins, The Grace Hospital, Detroit. Grace Hospital 
Bull. 27: 35-45, Jan. 1949, 


Tn 100 cases of chronic osteomyelitis, treatment was by sequestrectomy 
and radical saucerization followed by split-thickness skin grafting. In the 
saucerization operation all infected bone is removed, preserving as much vital, 
uninfected tissue as possible, and avoiding crevices and angles. Fine-meshed 
gauze moistened with glycerin is used to pack the wound; firm pressure is 
necessary in packing and applying the dressing; the involved part is then 
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immobilized in plaster. Penicillin is given. The dressing is removed five 
days after operation and as a rule the wound shows healthy granulations; 
warm boric or saline compresses are applied and skin grafting done on the 
seventh day after the saucerization operation. Contraindications to skin 
grafting at this time are definite abscess formation or drainage from exposed 
hone and severe infection, especially pyocyaneus infection. 


The split-thickness skin graft, taken preferably from the thigh or the 
abdomen with the Padgett-Hood Dermatome, is usually cut fifteen thousandths 
of an inch thick. The graft is cut to fit the defect and sewed into the form of a 
sac or bag; it is sutured in place with absorbable sutures. Small pledgets of 
cotton saturated with glycerin are used to hold the graft in position, this being 
covered with a layer of latex rubber, and a pressure dressing. Patients are 
kept at absolute bed rest for fourteen days after the skin-grafting operation: 
and are given a high protein diet and ascorbic acid. Penicillin is given if 
there is any evidence of infection or if the wound is very large. Dressings 
are not changed until the seventh day unless there is evidence of infetion of 
the wound. If the graft is well healed. a boric ointment gauze dressing is 
used or the graft may be left exposed to the air. If the graft is not healed, 
or there is evidence of infection, continuous warm saline or boric compresses 
are employed. For pyocyaneous infection 1 per cent acetic acid compresses 
are used, or half strength Burow’s solution. 


In the 100 cases of osteomyelitis treated by this method, of split- 
thickness skin grafts, 72 per cent were completely healed in thirty days; and 
85 per cent were completely healed in sixty days. All cases that were less 
than 80 per cent healed in thirty days were regrafted; 8 required sequestree- 
tomy before regrafting. More than sixty days were required for complete 
healing in 3 cases: and in 12 cases the treatment was considered a failure, 
further surgical and medical therapy being required. Even in eases in which 
the osteomyelitis wound heals satisfactorily, further orthopedic or plastic 
surgery may be necessary. In 37 of the 100 cases that were followed up to 
completion, 15 required no further treatment after the skin grafting opera- 
tion. In 22-cases obliteration of the cavity was necessary, for which iliac 
bone chips were used, and the skin graft was replaced by pedicle tubes, 
pedicle flaps or excision and closure. 20 references. 3 tables. 5 figures. 


(Such a procedure can seldom be considered a permanent satisfactory 
end result in chronic bone infection. This should be used as a preliminary 
procedure only, as a rule, to save time in the initial healing of the wound. 
Additional surgery should then be resorted to in order to furnish a satis- 
factory protective covering of good skin and subcutaneous tissue. This is 
the only way ultimate breakdown in the overlying adherent skin can be 
avoided.—t. R. Mcc.) 
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Tuberculosis of the Trochanter Major. Pathogenesis and Therapy. (La 
tuberculosi del gran trocantere. Patogenesi e terapia). Irnerio Forni, 
University of Bologna, Bologna, Italy. Chir. d. org. di movimento 32: 400-12, 
Fasc. 6, 1948. 


Thirty-two cases of tuberculosis of the greater trochanter, observed at 
the Rizzoli Institute in Bologna, and 38 at the Helio-Therapy Institute of 
Codivilla-Putti at Cortina d’Ampezzo, Italy, are reported. The material was 
chosen from these two places in an attempt to judge more accurately the 
results to be expected from the more radical (surgical) viewpoints of 
Rizzoli and the more conservative of Codivilla-Putti. All the material 
however is indifferently grouped into that of the so-called internal patho- 
genesis and the external. The internal route is, of course, hematogenous 
and the external route is by contiguity, either in the guise of sinking abscesses 
from tuberculous processes in the neighboring bones (vertebrae, sacrum, 
iliac bone, ete.), or in the guise of primary involvement of the contiguous 
serous sinuses—usually the para-trochanteric sinus, and usually resulting 
from trauma—with secondary involvement of the trochanter or sub- 
trochanteric areas of the femur by contiguity. 

In the first, or internal pathogenetic, group the lesion is usually located 
deeply in the cancellous tissues of the bone and exhibits a tendency to 
burrow towards the femoral neck; in the second the initial lesion is super- 
ficial and tends to remain so for long periods of time. These considerations 
have, of course, their repercussions on the question of treatment. In the 
first, or internal group, with the deep abscess within the bone, surgery is 
naturally indicated. However, complete eradication of the lesion should be 
attempted, by total ablation of the greater trochanter, so long as the lesion has 
not surpassed the line of conjugation with the femoral neck: if this has 
occurred, the treatment then becomes conservative with immobilization of 
the hip joint for long periods and the most modern anti-tuberculosis therapy. 
In the second, or external group, the infected hyroma should obviously be 
removed surgically as soon as recognized. If it has involved by contiguity 
the surface of the trochanter this part of the operation can then wait for the 
clearing up of the operative field and resorption of any pus pockets present. 
In the case of a sinking abscess from adjoining structures surgery is not 
indicated immediately but the region should be immobilized and the patient 
roboratively treated and the contiguous diseased, superficial, portions of the 
greater trochanter itself treated expectantly or subjected to surgery only at 
a later date. 14 references. 6 figures. 


47. Joints 


Arthroplasty of the Knee: A Follow-Up Study. J. S. Speed and Philip 
C. Trout, Campbell Clinic, Memphis, Tenn. J. Bone & Joint Surg. 
31—RB: 53-59, Feb. 1949. 
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A follow-up study of 65 cases is reported in which arthroplasty of the 
knee was done prior to 1947 at the Campbell Clinic. The indications for 
arthroplasty in these cases were: Patients between the ages of bone maturity 
and fifty years, not required to perform manual labor; ankylosis due to 
acute infective arthritis of hematogenous origin; suppurative arthritis from 
punctured wounds or open fractures; incomplete or complete painful 
ankylosis resulting from trauma, osteomyelitis, tuberculosis, or osteoporosis: 
associated with any of these types of ankylosis was a contraindication to 
operation. Multiple rheumatoid arthritis and obesity were also considered 
contraindications. 

The Campbell technic of arthroplasty of the knee was used in all these 
cases. It has been found that an arthroplasty of the knee is most efficient if 
a range of motion between 70 and 90 degrees is obtained; but 60 degrees 
also gives a good functional joint even for going up and down stairs. Of 
the 65 patients followed up, 29, or 44.6 per cent, had a good result with a 
range of motion of 60 degrees or more, slight or no pain, adequate stability, 
and a good weight-bearing position of the joint; 17, or 26.2 per cent, had a 
fair result with 40 to 60 degrees range of motion, with or without moderate 
pain, adequate stability and good weight-bearing position. Thus 70 per cent 
of these patients showed a good or fair result. It was found that the major 
functional adaptation of the knee joint takes place during the first five 
years after arthroplasty; some patients who had an unsatisfactory range of 
motion for as long as two years developed an excellent range at the end of 
five years. Instability usually becomes apparent within five years, so that 
joints that are stable at the end of five years usually remain so, 

Since the use of the sulfonamides and the antibiotics for the treatment 
of acute infective arthritis due to gonococcal or pyogenic. infection, the 
incidence of ankylosis of the knee from this cause has been reduced, and 
fewer patients will require arthroplasty. 5 tables. 3 figures. 


Chondromalacia Patellae. Charles Gray, Royal Free Hospital, London, 


England. Brit. M. J. 4548: 427-30, Mar. 6, 1948. 


Degenerative changes in the knee joint are common and often begin at 
an early age. This has been noted at post-mortem by Owre, and clinically 
by Biidinger, Aleman and others. The present writer has found the condition 
at operation on 10 occasions, and has often diagnosed it in cases where 
operation was unnecessary or inadvisable. The youngest patient (operated 
upon) was 11 years old. 

The condition is a degenerative change in the articular cartilage of the 
patella, affecting first, as a rule, the internal facet. The degeneration is 
progressive; at first there is edema, alteration of color, and striation of the 
cartilage; ulceration is the next stage and may progress through the entire 
thickness of the cartilage exposing the subchondral bone. Proliferation of 
cartilage may occur, forming tufts and twigs of degenerate cartilage which 
project above the level of the articular surface. A lamina of articular 
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cartilage may be elevated from the articular surface as a pedunculated flap. 
Ultimately, the whole of the articular surface of the patella becomes frayed, 
irregular and ulcerated. Similar “mirror” lesions may occur on the femoral 
condyles being produced by friction against the rough surface of the patella. 
At first localised to the articular cartilage of the patella, the condition in 
later life becomes part of a generalized degeneration of the joint— 
osteoarthritis. 

The x-ray film in most cases shows abnormality, but in some instances 
soft x-ray films, which bring out the shadow of the articular cartilage, may 
show some irregularity of the articular margin. Histological section of the 
abnormal cartilage shows edema, fibrillation and fissuring of the cartilage. 
The clinical features include pain under the kneecap, recurrent effusion, 
tenderness over the patella, locking or semi-locking, and_retro-patellar 
crepitus. Diagnosis from tears of the semilunar cartilages may be difficult. 

Physiotherapy or a period of immobilization in plaster may give relief. 
In some cases, surgical treatment is necessary. Continental surgeons advise 
paring down the abnormal articular cartilage to produce a smooth surface. 
The present writer prefers total excision of the patella. 10 cases are reported 
in which this operation has been done with good results. 19 references.— 
Author's abstract. 

(This pathologic process in the patella is not an uncommon finding, 
and the possibility should be investigated in every operation for internal 
derangement of the knee. Total excision of the patella in every case would 
appear to be unnecessarily radical. More conservative excision of the 


involved cartilage will be sufficient except in the more advanced states.— 
H. R. McC.) 


References to Current Articles 
The Congenital Discoid Meniscus. I. S. Smillie, University of St. Andrews, 
Scotland. J. Bone & Joint Surg. 30-—B: 671-82, Nov. 1948. Reports 29 
cases of discoid meniscus, with a discussion of anatomical types and 
lesions associated with each type. 12 references. 1 table. 16 figures. 


48. Tendons 


See Contents for Related Articles 


49. Amputations 


See Contents for Related Articles 


50. Traumatic Surgery 


See Contents for Related Articles 


51. Burns 


See Contents for Related Articles 
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52. Shock 


Experimental Hemorrhagic Shock; a Study of its Production and 
Treatment. Otto Glasser and Irvine H. Page, Cleveland Clinic and Frank 
E. Bunts Educational Institute, Cleveland, Ohio. Am. J. Physiol. 154: 297- 
315, Aug. 1, 1948. 


Experiments were made on 244 dogs in which blood was withdrawn 
from the femoral artery until the mean arterial pressure reached 50 mm. Hg 
and was held at this level for ninety minutes; then more blood was withdrawn 
sufficient to reduce the arterial blood pressure to 30 mm. Hg. The arterial 
blood pressure was held at this level for at least forty-five minutes; then all 
or part of the blood was reinfused into the same femoral artery. Heparin 
solution was used to prevent intravascular clotting. It was found that 
animals differed in their ability to withstand this procedure and could be 
classified as having a good or a poor prognosis. A good prognosis was based 
on the following criteria: maintenance of a steady arterial pressure during 
the hypotensive period; reinfusion of a relatively small amount of blood 
required to restore the arterial pressure to normal; no marked change in the 
response to adrenalin after reinfusion of blood, as compared with the control. 

During the first year of the experimental work, the survival rate in 
animals with a poor prognosis was 7 per cent and in those with a good 
prognosis 35 per cent. During the next two years there was a marked 
increase in the number of animals with a good prognosis, and the survival 
rate in this group increased from 35 to 84 per cent; in the animals with poor 
prognosis, there was no significant increase in the survival rate. During 
the course of these experiments, there were periods of weeks to months during 
which the survival rate decreased sharply and then increased for no dis- 
coverable reason and with no change in technic. The same phenomenon had 
previously been observed in experiments on scalded animals. 

In animals given ouabain in addition to arterial reinfusion of blood, 
the survival rate was not affected except possibly in an early group of 
experiments in which there was a tendency to “over-transfusion,” i.e., rein- 
fusion of all blood withdrawn, in which ouabain may have slightly increased 
survival rates in animals with a good prognosis. The administration of 
tetraethyl ammonium chloride in addition to arterial reinfusion of blood 
definitely increased the survival rate to 44 per cent in animals with a poor 
prognosis and to 96 per cent in animals with a good prognosis. 

In 39 animals subjected to the hemorrhagic shock procedure, more 
blood was withdrawn until both respiration and the heart beat stopped. As a 
rule respiration stopped first and artificial respiration was begun in two to 
eight minutes; two minutes after the heart beat stopped rapid intra-arterial! 
transfusion of blood, with 0.5 m1./kg. of 1:10,000 adrenalin and ouabain. 
0.05 mg. kg. intravenously, was begun. Resuscitation failed in 16 per 
cent of these animals; 50 per cent were resuscitated and lived for an average 
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of ten hours; 33 per cent were resuscitated and survived indefinitely. These 
results show the value of intra-arterial rather than intravenous transfusion 
in severe hemorrhagic shock. 25 references. 6 tables. 6 figures. 


References to Current Articles 

Clinical and Experimental Contribution to the Study of Surgical Shock. 
(Contributo c’inico sperimentale allo studio dello shock in chirurgia.) 
Angelo Girotto, University of Rome, Rome, Italy. Arch. ital. chir. 
70: 129-69, Fase. 3, 1948. In the non-anesthetized animal strong 
sensory stimulation may produce shock; in the anethetized, without 
hemorrhage and without opening the abdomen, this is impossible. 32 
references. 


53. Transfusions 


References to Current Articles 


Dextran as a Plasma Substitute. Gunnar Thorsén, Serafimer. Stockholm, 
Sweden. Lancet 1: 132-34. Jan. 22. 1919. 


54. Wounds 


See Contents for Related Articles 


55. Military Surgery 


See Contents for Related Articles 


56. Experimental Surgery 


Experimental Pancreaticogastrostomy. Charles A, Wells and David 
Annis, University of Liverpool, Liverpool, England. Lancet 1: 97-99, Jan. 
15, 1949. 


From their experience of radical  pancreatico-duodenectomy for 
ampullary carcinoma, for carcinoma of the common bile duct and for ear- 
cinoma of the head of the pancreas. the authors favor a single stage operation 
with implantation of the common duct into the jejunum, and division, 
with careful closure, of the residual tail of the pancreas. They recognize the 
implantation of this pancreas into the intestinal canal is desirable but 
hazardous. The jejunum secretes the enterokinase which activates pancreatic 
trypsinogen at an optimum pH for this action, thus digesting the pancreatic 
implant. 

The following experiments in dogs were undertaken to find a better 
site than the jejunum for implantation of the pancreatic stump. This work 
confirms the results obtained by Tripodi and Sherwin and by Person and 
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In seven dogs the pancreas was divided at its middle, leaving about 
three inches of the tail. The cut end of the divided tail of the pancreas was 
implanted into the stomach. One was implanted into the fundus — this 
dog died of acute haemorrhagic pancreatitis. The remaining six were 
implanted into the pyloric end—all these survived for periods varying 
from fifteen to sixty-six days. Five remained well until killed. In 
all six dogs the implant was intact and showed no signs of leakage or 
inflammation. In all four dogs tested, amylase was produced by the pan- 
creatic implant. In three specimens the pancreas appeared: microscopically 
normal, and in three there was some pancreatic atrophy. Histological 
section showed without doubt the success of the anastomosis in the dog killed 
on the sixty-sixth day. 

The authors have no knowledge of the procedure having been used in 
man in the operation of | pancreaticoduodenectomy, where it appears to 
offer some hope of overcoming the dangers attendant on the more usual 
procedure of implantation in the jejunum. 


Resection of the Trachea. An Experimental Study and a Report of a 
Case. O. Theron Clagett. Mayo Clinic; John H. Grindlay, Mayo Foundation; 
and Herman J. Moersch, Mayo Clinic, Rochester, Minn. Arch. Surg. 
57: 253-66, Aug. 1948. 


Tumors of the trachea are not common lesions. Twenty-seven cases 
have been reported from the Mayo Clinic. These tumors usually involve 
the lower third of the trachea. Forty-one per cent are squamous cell 
carcinomas. Cylindromas and adenocarcinomas are less common. The 
only treatment available in the past has been bronchoscopic removal of these 
lesions. Some attempts have been made in the past to resect the trachea in the 
experimental animal, but have been unsuccessful. One of the more recently 
developed plastics, polythene, seems to offer some possibility as an agent 
which could be used to bridge the gap in the trachea after resection, since 
this material is remarkably well tolerated by the tissues. 

Portions of the lower cervical or thoracic portion of the trachea were 
excised in eighteen dogs and tracheal continuity was re-established with 
molded polythene tubes. The polythene tubes were implanted surgically in 
the lower thoracic region of the trachea in two dogs and in the main bronchus 
in two dogs. Three dogs were killed at intervals after operation, three died 
of tracheal obstruction caused by defective tubing and two died of tracheal 
collapse after removal of the tubes. Ten dogs that had undergone resection 
of the trachea were still living with no disturbance of respiration after two 
and a half to thirteen months after operation. Bronchoscopic examinations 
have shown no retention of tracheobronchial secretions and little if. any 
inflammatory reaction. 

Resection of the lower third of the trachea and right lung was performed 
on one patient for removal of a cylindroma of the trachea. The trachea was 
anastomosed to the left main bronchus with a molded polythene tube. The 
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polythene tube fitted satisfactorily; there was no leakage of air. A tracheo- 
tomy was performed to facilitate aspiration of any secretions in the tracheo- 
bronchial tree. His postoperative course was satisfactory for four days. The 
patient was able to eat without difficulty and to talk when the tracheotomy 
was closed. There was a good deal of secretion in the tracheobronchial tree 
which required frequent aspirations postoperatively. After the third day 
patchy areas of bronchopneumonia appeared in the left lung, and in spite of 
massive doses of penicillin and frequent aspirations of the tracheobronchial 
tree, this pneumonia progressed and the patient died on the sixth day. Post 
mortem examinations revealed that the tube had partially blocked the left 
upper lobe bronchus and that this was responsible for the bronchopneumonia 
in the upper lobe. There was no evidence of mediastinitis or empyema. 

While this single case was a failure, experimental work suggests that in 
suitable cases resection of the trachea with re-established continuity of the 
trachea with a polythene tube may be feasible. 3 references. 3 tables. 3 
figures.—Author’s abstract. 


57. Miscellaneous 


Arachnidism. Effect of Calcium Gluconate in Six Cases. William E. 


R. Greer. Robert Dawson Evans Memorial, Boston, Mass. New England J. 
Med. 240: 5-8, Jan. 6, 1949. 


The syndrome following the bite of a black widow spider, arachnidism, 
is a definite clinical entity in the field of general medicine. The belief that 
the bite of this spider, Latrodectus mactans, present in all but 7 states of the 
U. S.. is poisonous for man has been recognized for centuries. Before 
Bogen’s review of the literature in 1936, there was much skepticism attached 
to the facet that such a small creature could, by its bite, produce terrifying 
generalized symptoms in man. He reported 380 cases with 17 deaths, in 
eighteen states. 

The black widow spider has been reported to be greatly increasing in 
numbers in the vicinity of human habitations—not only in outdoor privies, 
but also in beds. garages, automobiles, tents and even high in office buildings. 
Knowledge of the clinical entity is important, since many spider victims 
are subjected to needless operations because the symptoms often simulate 
acute surgical conditions of the abdomen. 

L. Mactans are cannibalistic, feeding on each other whenever the 
opportunity presents itself. The nickname “black widow” given to the 
female of the species arises from its habit of capturing and feeding on the 
much smaller male after he has served the ends of species preservation. 
The globose abdomen of the female stands out like a highly polished pearl. 
The body averages 1.27 em. in length. The slender pointed legs when 
expanded have a span of from 3.8 to 5.1 em. On the ventral surface of the 
abdomen there is a rich red marking resembling an hourglass. Dorsal to 
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the spinnerets in the midline of the convex surface of the abdomen is an 
additional red marking. When cornered or compressed, as between skin 
and clothing, the spider bites in self-defense. The male is ignored as an 
etiologic factor of any importance because of its size, timidity and scarcity. 

The potent nature of the venom is readily appreciated through observing 
a victim about an hour after a bite. The victim writhes in agony, terror- 
stricken, and expressing fears of death. The venom of the female of this 
species is fifteen times as potent as that of a rattlesnake. The venom has 
been stated to be a toxalbumin with its most damaging activity on nerve 
endings. It is a thick, translucent, oily, lemon-yellow fluid, which is acid in 
reaction, and from which a hemolysin and arachnolysin have been isolated. 

The syndrome, as presented by 6 patients bitten by the black widow 
spider observed in a seven day period in a tropical area, usually followed a 
similar pattern: Transient excruciating local pain at the site of the spider 
bite, rapid local edema and redness of the skin at the site — in 2 cases the 
site could not be identified; in from ten to fifteen minutes a “burning 
sensation” that spread centrifugally from the site of the bite and soon 
involved the whole body, passing off in about from twenty to thirty minutes; 
a sudden abdominal pain, often cramp-like as in an acute surgical condition 
of the abdomen; cramp-like pains in the legs, arms and back: a general 
feeling of weakness; restlessness and extreme fear reaction, often hysteric: 
headache, nausea and vomiting: burning of the soles of the feet (in bites of 
unknown type this symptom may be pathognomonic. A board-like abdomen, 
nontender to palpation, was present in each of these 6 cases; there was 
hypersensitivity of the skin; the calf muscles were tender to palpation; 2 
patients were in profound shock with blood pressure unobtainable (the 
other 4 patients had normal or slightly elevated blood pressures); motion 
of extremities was limited by muscle spasm and flexion was a prominent 
feature; the temperature was normal or only slightly elevated; the pulse 
was slow, being 80 or under in all cases; examination of the blood showed a 
moderate leukocytosis: and the 2 patients presenting a picture of profound 
shock showed albuminuria. 


The patients in this series were immediately given 10 ce. of 10 per 
cent calcium gluconate intravenously. Subsequently, they were given a saline 
infusion containing 10 ce. of 10 per cent calcium gluconate. An ice bag 
was applied to the affected area. Relief was obtained in a short time in all 
cases and was followed by profound sleep. The patients were out of bed 
the next day and back to work on the fourth day. Even the 2 patients 
in profound shock responded. No morphine was used and antivenin was not 
available. 

Intravenous magnesium sulfate has been recommended until symptoms 
of spider poisoning have disappeared, and seems rational in cases in which 
hypertension is a prominent factor. Hypertonic glucose has been used with 
varying results. Morphine sulfate in heavy dosages has frequently been 
relied upon for relief. It is reasonable to suppose that convalescent serum 
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would be effective in spider-bite poisoning. Antivenin (L. mactans) is listed 
in New and Non-official Remedies. In the series reported in this article 
intravenous calcium gluconate was found to give immediate and prolonged 
relief of muscle spasm and pain in all cases, and it is believed that this is 
the best available therapy in conjunction with other supportive measures. 
20 references. 1 table.——4uthor’s abstract. 
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58. Book Reviews 


British Surgical Practice, Volume V. Sir Ernest Rock Carling and J. 
Patterson Ross. The C. V. Mosby Co., St. Louis, Mo., 1948. 449 pp. 
220 illus. 


Volume V of British Surgical Practice is another achievement in this 
excellent series. The subjects covered include those ranging from Hodgkin’s 
Disease by R. Bodley Scott to Lymphogranuloma Inguinale by F. A. R. 
Stammers. 

In the volume numerous subjects are covered in alphabetical order, 
carrying out the plan of the series. These include excellent chapters on 
hydatid disease, hyperhidrosis, hyperpiesia, which is more commonly known 
as hypertension, and other excellent chapters. The section on hyperpiesia is 
written by Professor Learmonth of Edinburgh, whose recent lumbar sympa- 
thectomy on the British monarch attracted considerable attention in the 
public press. The section on intestines by lan Aird of the British Postgraduate 
Medical School is excellent, and includes sub-seections on intestinal obstrue- 
tion, tumors. tuberculosis, and regional ileitis. Dr. Aird is particularly 
fitted to discuss the subject of intestinal obstruction because of his work 
in Dr. Evarts Graham’s clinic in St. Louis on a year’s fellowship in 1937; 
thus Professor Aird not only is familiar with British surgery but also with 
American surgery. Professor Learmonth indeed, similarly, worked for a 
number of years at the Mayo Clinic. 


Other excellent chapters include that on jaundice by Professor Illing- 
worth of Glasgow: one on tuberculosis of the kidney and ureter by David 
Band of Edinburgh: a thorough discussion of surgery of the larynx by Dr. 


F.C. Ormerod of London; and an up-to-date discussion of liver cirrhosis by 
Frey Turner, 
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Clinical Aspects and Treatment of Surgical Infections. Frank Lamont 
Meleney, Associate Professor of Clinical Surgery, College of Physicians & 
Surgeons, Columbia University. W. B. Saunders Co., Philadelphia, Pa., 
1949. 840 pp. 287 illus. $12.00. 


This is an excellent book by a recognized authority in the field. It covers 
the experience of the author and his associates and presents, in addition, the 
experience of other workers in this field. Certain chapters have been 
prepared by former residents and close associates of the author. The volume 
presents a systematic review of the various areas, organs and tissues of the 
body inflicted with “surgical infections,” including the Genitourinary Tract, 
Bones and Joints, and the Central Nervous System. The pathogenesis and 
bacteriology of “surgical infections” have been stressed. The indications 
for and the rational use of chemo- and anti-biotic therapy, together with the 
role of surgery, all have been balanced well in the body of the text. Personal 
case reports and graphs are used to advantage in order to illustrate the 
pertinent points presented in descriptive fashion in the various sections. A 
fairly complete bibliography concludes each section. This book is well 
illustrated and indexed. It fills a definite need for those engaged in the 
practice of the art and science of surgery. 


Treatise on Surgical Infections. Frank Lamont Meleney, M.D., Oxford 
University Press, New York, N.Y.. 1948. 713 pp. 21 illus. $12.00. 


This book is written by one who has made himself a world leader in his 
field. It includes a foreword by the late Dr. Hans Zinsser, as well as an 
introduction by Dr. Allen O. Whipple. It begins with an historical discussion 
of the subject and then goes into an exposition of the different phases of 
surgical infections. Several of the chapters are written by other authors, 
including one on antisepsis and disinfection by Dr. Edwin J. Pulaski and two 
by Balbina A. Johnson. The bulk of the work, however, is by Dr. Meleney 
himself. Practical subjects, such as the relative merits of various suture 
materials and a discussion of infection introduced by catgut into deep 
wounds, are considered. 

There is a separate list of references at the end of each chapter and 
the index is extremely comprehensive. Those who wish to have a thorough 
understanding of surgical processes should consult this excellent treatise by 
a master in the field. 


Plastic and Reconstructive Surgery. Earl Calvin Padgett, M.D., and 
Kathryn Lyle Stephenson, M.D., Charles C. Thomas, Springfield, IIL, 1948, 
945 pp. 479 illus. $22.50. 


This text is probably the most extensive coverage of the subject of 
plastic surgery yet attempted. The manuscript was in preparation by Dr. 
Padgett before his untimely death in 1948. The completed work, accom- 
plished with the help of Dr. Stephenson, represents a notable achievement. 
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It is true that some general surgeons may object to the inclusion of many 
data that might well be covered in general surgical or orthopedic texts. For 
example, Chapter 19 is mainly concerned with operations of an orthopedic 
nature; but on the other hand, the completeness of the book from the stand- 
point of reference makes up for some of these theoretical objections. It is 
difficult to draw the line between the various specialties of surgery, and it is 
well for any plastic surgeon to have a thorough knowledge of all surgical 
fields. The bulk of the figures are excellent, although as may be expected 
with so many illustrations, a few of the photographs could well be replaced 
in future editions. 

The book includes a thorough discussion of plastic surgical principles, 
flaps, and other methods, and then considers wounds and trauma of the 
various regions, as well as reconstructive surgery of various parts of the body. 
The final chapter includes a discussion of prostheses and cineplastic ampu- 
tations and reconstruction. 

It is difficult to see how a plastic surgeon would not want to be familiar 
with this book. Furthermore, it will be of distinct interest to all those whose 
general breadth of surgical interest brings them in contact with plastic surgical 
principles in any field. 


Surgical Technique and Principles of Operative Surgery. A. V. 
Participilo, M.D., F.A.C.S., Associate Clinical Professor of Surgery, The 
Stritch School of Medicine, Loyola University, Chicago, Illinois. Lea and 
Febiger, Philadelphia, Pa., 1949. 4th ed. 676 pp. 997 illus. $15.00. 


The author and the contributors for this volume are members of the 
Stritch School of Medicine of Loyola University, Chicago. 

As indicated by the title, this book is not a substitute for the textbook of 
surgery. The book begins with three interesting chapters concerning general 
- surgery, sutures and ligature material, knots and methods of tying. The 
remainder of the book is weighted heavily with surgical technique as practiced 
by the author and his contributors. The more commonly performed opera- 
tions are depicted and described in some detail. 

The inclusion of many out-dated procedures formerly performed on the 
upper gastro-intestinal tract tends to weaken the book. These could have 
heen omitted without loss to the body of the text. In addition to the chapters 
dealing with general surgery, there is some coverage of the chest and kidney. 
On the other hand, there is no discussion of splenic surgery whatsoever. 
Gynecological, fracture and orthopedic procedures are not included. 

The illustrations consist of line drawings which are adequate. There 
is, however, a considerable reduplication of some figures. The volume is 
well-indexed. 

As previously mentioned, the text deals considerably with surgical 
technic. Consequently, one would not expect to find any serious discussion of 
the diagnostic, physiologic and pathologic aspects of surgical diseases. 
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Therefore, for the student, this book may be considered as an incomplete 
ancillary text on surgical technic. For the surgeon it is inadequate as a 
reference book. For the occasional operator it may have some merit. 


The Technique of Pulmonary Resection. Richard H. Overholt, M.D., 
Clinical Professor of Surgery, Tufts College Medical School and Lazaro 
Langer, M.D., Instructor in Surgery, University of Cordoba, Former Fellow 
in Thoracic Surgery, Rockefeller Foundation and the Thoracic Fund. 
Charles C. Thomas, Springfield, IIl., 1948. 1st ed. 205 pp. 122 illus. $8.00. 


This is the most important book on the technic of pulmonary resection 
published to date. 

The volume essentially is divided into three parts. The first portion 
deals with the preparation of the patient, the anesthesia, exposure, explora- 
tion, generai principles of dissection and closure. The second portion con- 
siders in some detail the anatomy of the lung together with its practical 
application at the primary, secondary, and tertiary hilar levels. Total 
pneumonectomy of either side is detailed, followed by a description of the 
excision of the various lobes, and finally the resection of the individual 
bronchopulmonary segment. This section is lucidly illustrated; the material 
is presented in an orderly, concise, clear manner. The third portion of the 
hook deals briefly with the problems of postoperative care and the manage- 
ment of complications. A consideration of delayed post-resection thoraplasty 
and the technies involved is included. 

The authors again stress the importance of the prone position and the 
atraumatic dissection of the intersegmental plane without the use of clamps. 
Otherwise, the authors make no claim for originality for the remainder of 
the technical steps in pulmonary resection. Whether or not one agrees with 
all the maneuvers described is ‘unimportant. The methods detailed have 
produced the most satisfactory results in the hands of the authors. 

The material presented can be found in the numerous articles by various 
authors previously published. It is particularly fortunate that the pertinent 
information has been promulgated in book form. The value of the pro- 
cedures herein presented is enhanced by the knowledge that they have 
evolved as “standard” by the authors who have had broad experience in 
thoracic surgical problems. 


Posttraumatic Epilepsy. 4A. Earl Walker, Professor of Neurological 
Surgery, the Johns Hopkins University. Charles C. Thomas, Springfield, 
Ill., 1949. 90 pp. 28 illus. 80 refs. 6 tables. $1.75. 


This short monograph in the American Lectures in Surgery series gives 
a broad picture of seizures resulting from cerebral trauma in the adult. 
Although work has been patiently carried out in this field for many years, 
widespread insight into its many facets has previously been lacking. However, 
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this condensation with the addition of new experience gained during the war 
should bring to the medical profession at large an understanding of all aspects 
of posttraumatic epilepsy. 

Although the incidence of seizures following cerebral trauma is difficult 
to assess, they seem to follow about 10 per cent of all head injuries with a 
higher figure of 15 per cent following penetrating brain wounds. Some of 
the factors in the pathogenesis are reviewed and it is again emphasized that 
seizures are much more frequent following injury in the vicinity of the 
central fissure. The discussion of the neuropathology of the cerebral cicatrix 
is accompanied by excellent operative photographs and these patahological 
factors are correlated with the pneumoencephalographic findings. 

The steady development of electroencephalography has contributed 
greatly to our knowledge of epilepsy and these important contributions are 
discussed including spontaneous electroencephalography (EEG), activated 
EEG and direct recording of the electrical activity of the cortex at operation. 

The medical treatment of seizures, which has taken such great strides 
in recent years, is well documented in the literature and only a brief survey 
is included by the author. The surgical treatment, however, is covered in 
greater detail. The various steps necessary to localize accurately the epilepto- 


genic focus are clearly described and the author’s method of subpial resection 
is further clarified by drawings. This is followed by a discussion of the 
results of treatment. 


The criteria for selection of cases for operation are not clearly defined. 
This is admittedly a difheult problem, but more is involved than the mere 
statement that the selected cases failed to respond to adequate medical 
treatment. It might also have been wise if the author had emphasized more 
strongly that the surgical treatment which he describes is not something to 
he entered into lightly and that it requires an extremely complex and well 
coordinated attack on each individual ease which is available, at present, in 
only a few specialized centers. In passing, it should be pointed out that the 
subpial resection technique which the author describes is not necessarily 
identical with the subpial resection described in publications from other 
centers. 

The surgical treatment of epileptogenic scars is assuming more and more 
importance and this monograph ably indicates that the results are exceedingly 
encouraging. The presentation does not serve as a guide to the surgical 
treatment of epilepsy. However for those who must deal with epileptic 
patients, it does present a concise, complete and well rounded discussion of 
posttraumatic epilepsy with a clear exposition of what can be accomplished 
by surgical therapy carried out in a specialist center..—-4. 4. Ward, Jr. 


The Principles and Practice of Rectal Surgery. William B. Gabriel. 
W.D. Charles C. Thomas, Springfield, IIl., 1949, 4th ed. 508 pp. 278 illus. 
11 colored plates. $14.50, 
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This book on the Principles and Practice of Rectal Surgery is now 
appearing in the fourth edition. The first edition appeared in 1932; the 
second in 1937; the third in 1945; and the fourth (after a reprinting of the 
third edition in 1946) after an interval of only three years, in 1948. All of 
this testifies to the popularity of this text; perusal of it indicates that this 
popularity is justified. Both the colored plates and the black and white 
illustrations are excellent and, in fact, so good that it would justify one to 
expend the time to look through the book so as to examine the illustrations 
alone. The individual chapter bibliographies and the index are also of high 
quality. 

This book by Dr. Gabriel is to a large extent a product of St. Mark’s 
Hospital in London. This hospital for cancer, fistula and other diseases of 
the rectum is one of the reasons for the existence of the outstanding group 
of British proctologists. In this group are such outstanding men as Lockhart- 
Mummery, who was Gabriel’s teacher and, in addition, Abel, Dukes and 
Ernest Miles. 

The book. includes an excellent section on surgical anatomy written 
with O. V. Lloyd Davies. In addition to the chapters on rectal diagnosis and 
the principles of rectal surgery, anesthesia, hemorrhoids and prolapse of the 
rectum there are sections on anal incontinence, anal fissure, abscess, fistula. 
proctitis, pruritus, rectal injuries, stricture of the rectum, and benign tumors. 
Finally, there is a chapter on carcinoma of the rectum which, alone, is 124 
pages long, followed by sections on carcinoma of the anus and on sarcoma of 
the rectum. In looking over these chapters it is difficult to tell which are more 
outstanding than others, since they are of uniformly high quality. The sections 
on hemorrhoids, prolapse, fissure, and fistula are especially good. In the 
chapter on carcinoma of the rectum there is some slight difference from 
American opinion in that the perineal abdominal operation is preferred over 
the abdominal perineal procedure. It is quite true that in certain clinics in 
this country the same procedure as advised by Gabriel is used, but the 
majority of clinies prefer the other method. 

In its field this book is to be highly recommended. It is to be noted that 
Mr. Gabriel is a general surgeon, who specializes in rectal disease. 


Campbell’s Operative Orthopedics. J. S. Speed and H. Smith. C. V. > 
Mosby Co., St. Louis, Mo., 1949. 2nd ed. 2 vols. 1719 pp. 1141 illus. 
$30.00. 


As originally written, it was intended as a reference work in operative 
orthopedics for the practicing surgeon. The new edition has been written as 
a texi book for the resident in training. The text has been thoroughly revised 
and amplified with greater emphasis on the indications for the various 
surgical procedures. Pagination has been expanded from 1145 to 1719 
pages and the illustrations increased from 845 to 1141. Several new chapters 
have been added, including preoperative and postoperative care, peripheral 
nerve injuries and amputations, as well as new sections on the vitallium cup 
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arthroplasty, ruptured intervertebral discs, and difficult and unusual non- 
unions. The list of contributing authors includes: F. Murphy, Associate 
Professor of Neurosurgery at the University of Tennessee; D. B. Slocum, 
Branch Consultant, Orthopedic Surgery, U. S. Veterans Administration, 
Eugene, Oregon; and M. N. Smith-Petersen, Consultant in Orthopedic Sur- 
gery, Massachusetts General Hospital, Boston; in addition to the members of 
the Staff of the Campbell Clinic. The new edition is published in two 
volumes with a complete subject and author index in each. Another admirable 
feature is the inclusion of the chapter headings with page references on the 
cover of each volume. 

In view of the general excellence of the book one hesitates to offer 
criticism. However, it is felt that the omission of the chapter on physiology 
and pathology in the first edition, particularly in light of the numerous recent 
contributions to the subject is unfortunate. A chapter in physical medicine 
and rehabilitation could also have been included for the student. The chapter 
on preoperative and postoperative care, while a good review of the subject, 
should not be considered by the fellow in training as a substitute for the 
several recent texts devoted to the subject. The chapter on surgical approaches 
is somewhat brief for a book devoted to operative techniques, particularly in 
the discussion of regional anatomy. The list of references at the end of the 
chapter is good, but no mention is made of Nicola’s Atlas of Surgical 
Approaches to Bones and Joints. 

The young surgeon in training will welcome this new edition of Camp- 
bel’'s Operative Orthopedics as a text and the practicing surgeon will 
undoubtedly find it a comprehensive, up-to-date reference. The editors are 
to be congratulated on a work well done, and the publishers on the artistic 
quality of the printing and binding. 


Tumors of Bone. Charles F. Geschickter, M.D. and Murray Copeland, 
M.D. J. B. Lippincott Company, Philadelphia, Pa.. 1949. 3rd ed. 810 
pp. 642 illus. 


This book is now appearing in the third edition, after an interval of 
thirteen years. The illustrations are of a high quality and both microscopic 
and roentgenologic reproductions are excellent. There is a separate 
bibliography at the end of each chapter, and there are numerous tables and 
outlines classifying bone tumors of various types. The work is a monumental 
contribution to the subject and should be consulted by all those doing 
orthopedic surgery. general surgery, or those who are required to do 
amputations. 


Surgery of the Hand. Sterling Bunnell, M.D. J. B. Lippincott 
Company, Philadelphia, Pa., 1948 2nd ed. 930 pp. 779 illus. $16.00. 


This is the second edition of Dr. Bunnell’s important monograph on 
surgery of the hand. The fundamental sections of the first edition are 
essentially unaltered in the second, but much additional new material has 
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been added and in addition, the author’s extensive experience as Consultant 
in Hand Surgery during the recent World War has caused him to revise 
much of his material in the light of that experience. Most of the new material 
is in the chapters on reconstruction, injuries, infections, and tumors. There 
is a good bibliography at the end of each chapter. 

All who owned the first edition would have an incomplete account 
if they did not have this second edition of the book. It is a classic on the 
subject and should be in all medical libraries and available to all those who 
do any hand surgery whatsoever. 


Diagnostic Synopsis of the Acute Surgical Abdomen. Bernard J. 
Ficarra, M.D, Charles C. Thomas, Springfield, Il., 1948. 45 pp. 7 figs. 
$1.05. 


This small monograph of 57 pages presents a clear outline of the diag- 
nostic synopsis of the acute surgical abdomen. In it are a few well chosen 
figures, as well as a discussion of the diagnosis of various lesions in the 
abdomen of an acute nature, and an excellent summary. The discussion is 
clear, to the point, and can be recommended. 


Pathology and Surgery of Thyroid Disease. Joseph L. DeCourcy and 
Cornelius B. DeCourcy. Charles C. Thomas, Springfield, Ill., 1949. 1st 
ed. 476 pp. 93 illus. $10.00. 


This book is an excellent monograph on the subject. The text is not only 
basic in its concepts, but includes a practical outline of the operative 
management of thyroid disease with a chapter on anesthesia and with excellent 
step-by-step illustrations of the technic of thyroidectomy. The latter comes 
from the DeCourey Clinic, which has long specialized in this field. The 
recent pharmacologic innovations in thyroid treatment are included, as are 
reproductions of radioiodine autographs. Reference to subject-matter is 
aided by up-to-date bibliographies at the end of each chapter, and by a com- 
prehensive index. The work as a whole is printed in the usual excellent 
manner of all Thomas publications. 


Care of the Surgical Patient. Jacob Fine, M.D. W. B. Saunders Co., 
Philadelphia, Pa., 1949. 544 pp. 40 illus. $8.00. 


This excellent text is one of the finest outlines of the subject that has 
appeared. It is another of the products of the new physiologic era in surgery. 
Along with a discussion of several general considerations concerning surgical 
diagnosis, fluid and electrolyte balance, nutrition, hemorrhage, shock, and 
surgical infections, is a regional discussion of the surgical care of conditions 
in all of the general surgical fields and the major surgical specialties, 
including orthopedics, vascular surgery, plastic surgery, pediatric surgery, 
neurosurgery, and thoracic surgery, as well as dentistry. 
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There is a separate section on general preoperative and postoperative 
care, as well as one on clinical and laboratory methodology. Dr. Fine has 
combined both a physical and laboratory diagnosis text, and since the methods 
are as a whole distinctly most up to date, this abbreviated account will save 
the surgeon the delay of wading through a general book on these various 
subjects which might include procedures of non-surgical interest. 

This book should be read by all those who are participating in resident 
or other surgical training programs, either in general surgery or in the 
specialties. For those who are preparing for the American Board exami- 
nations, this study may be highly recommended. 


Nursing Care of Neurosurgical Patients. Roland M. Klemme. Charles 
C. Thomas, Springfield, Ill., 1949. 142 pp. 62 figs. $3.00 


Neurosurgeons have long recognized that specialized and well trained 
nursing care is an extremely important aspect of any neurosurgical service. 
Withut it, modern neurosurgery is impossible. This monograph represents 
an incorporation into book form of the author’s lectures on neurosurgical 
nursing. Since it describes in specific detail the routine established at his 
clinic, it should prove invaluable to his own personnel. But since routines 
vary widely at other centers, this book will be of only limited use elsewhere. 

Among the surgical specialties, neurosurgery requires perhaps the most 
meticulous attention to detail. Within this framework, many alternate 
methods have been devised by different neurosurgeons to achieve similar 
ends. Once a rationale of treatment is locally established, it must be adhered 
to. Although this short volume describes the routine in one center, it is of 
only limited value in the guidance of nurses in other centers, other than 
serving as an interesting and detailed comparison.—A. 4. Ward, Jr. 
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Many investigators have reported the value 

of parenteral alcohol in operative cases as 

a sedative and analgesic, substituting for 
opiates and so eliminating undesirable side 
effects. In introducing this solution of 5% 
Protein Hydrolysate w/v, 5% Dextrose w/v, 
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